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ARIZONA DEPARTi_IE_ OF KEALTH SERVICES'
'( .. Division of Behavioral }tealth Services

ValueOptio_s

DUAL DIAGNOSIS INTEGRATION PLAN
i

hNTRODUCTION

Like many other states, Arizona is now ready to confront the realiw that the majority of recipients
of behavioral health services sufz%rfrom both subszan_ abuse and mental health disorders.

According to the Epidemiological Catchment Area Studies of 1980 and 1984, the presence of
mentaldisorder triples the risk oraco-occurringsubstance abuse, and the presence of substance
abuse quadruples the risk of mental disorder. Yet, our _ning, funding sources, laws, and

practices all support a system that =eats mental illness and substance abuse as almost mutually
'exclusive conditions' Most treatment prom'ams are staffed by clinicians who have beefi taught to
serve either substance abusers or mentally disordered in{fividuals;sr.ate Iaws for the defmition of
"mental disorder" and for involuntary treatment sharply distin=_isll be_veen substance abuse and

other behavioral health disorders; and both rate and federal funding streams are both separately
targezed for either mental or substance abuse disorders.

f Ttszough this initiative, ADHS/DBHS plans to investi_-te best practices, identify and remove_,

"---J barriers, and provide incentives for providers to inte_-,_temental he_th and substance abuse
treatment to better serve individuals with co-occurring disorders.

{
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DUAL DIAGNOSIS IaNTEGRATION PLAN

INTERNAL/EXTEI_NAL ASSESS_IENT

STRENGTHS - WEA..I_qESSES

Substance abuse and mental health pro.ams Education of provider staff excludes
are under a single state administration; si:m!ificanrinforrhation on either substance

abuse or mental hmlth treatment; lack of
Providers are interested in integ-rating cross -training oppommities.
substance abuse and mental health treatment;

Mental Health andSubstance Abuse

ADHS/DBHS pro.am staff are treatment sta.ffhave differing outcome
knowledgeable and dedicated to the principles expectanons;
of services inte_o-ration.

!l Fundingsourcesdonotencouragese_ices
.a__ inte_ation.

OPPORTU_'ITIES _ATS

The Service Dap analysis will provide Resources may not be adequate to implement
objective data on neededservices; bestpracticesacrossallpopulationsand

, Oeos-raphicSe,wiceAreas;
The TOPPS !l and Dual Dia_osis tnte_ation
Grants are both aligned to _e goals of r.his The time frames r_uired by the _ants &
plan. lawsuit, and succ_sffulconnn_ service

development may be incompatible.



DUAL DIAGNOSIS/INTEGRATION PLAN.

I. Proposed Treatment Model'

The A.DHS/DBHS Integrated Treatment Model for class members with co-occurring mental
illness and substance abuse disorders will consist of&e following keyfeatures:

1. Simultaneous treatment of both disorders by the same person, team or

organization;single locus of control;

2. TheintegratedtreatmentmodaliUispresentinalicomponentsofa continuumof

care (inpatient se_dngs, acute _:esidential, therapeutic communities, club houses,
drop in centers, Peer and family support goups, supported housing, and

- vocationalservices);

3. Focus on engagement and motivational aspects oftreaunent;

4. Psychophan'nacologicalinterventionsandmodificationofpharmacological

aoproaches when necessary;

,. 5. Assertive outreach, intensive case management and relapse,management;
.f

6. Education of individuals and their families;

7. Groupinterventions, peer suoport and self-help _o_s, using adjured outcome
expectations;

8. Goals of the treatmentare conceived in stages: acute stabilization, engagement, /
prolonged stabilization, rehabilitation and recovery. 1

II. Obj%cfives and Action Steps

JDrake, R.E. Rosenberg, S.D. and Mueser, K.T. (1996). Assessing substance use disorder in pe_ons with
severe mental illness. In P.E. Drake and K.T. Mueser (Eds.), Dual dia_*nosisofmaior mental illness and substanc_

abuse. VoL 2: Recent and Clinical Implications (pp. 3-17). San Francisco: Jossev-.qass.

Minkoff_ K. (I 989). "Deveiooment of an inte,,mted Mbde! for the Treatment of?atienrs with Dual Dia_=nosisof
Psychosis and Addition." Hos_iraI and Community Psychiatry, _ (I0), 103 i-t6.36.

Minkoff, K., & Drake. R.£. (1991). Conclusion. In K. Minkoff, & RE. Drake (Eds), Dual dia.=nosls ofmaior mental

illness and substance abusedisorder (pp. 10%108). San Francisco, CA: Jossey-B_s, Inc.

.t .../ -3-
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_" DUAL DIAGNosIS E_TEGR.&TION PLAN

Objective 1. Cl._ri_ funding and eligibility requirements

_R.B_zts and providers and beiieve they cannot spend "Sl],II" money on substance abuse
services. This is a barrier to development and provision of needed services.

Action By Whom By When

m Conduct intemaI ADHS/DBHS Mike Priniski, Christy Dye, Michael 3/7/99

mee .ting to clarify fund source Franczak, Valinda Mores, Aimee
assi_mamentrequirements; Schwartz, Ann Froio, Carol

Smallwood

b. Eliminate/revise section on ADHS/DBHS Policy Work Group 6/I5/99

.program enrolIment in the (Teresa Robbens and Carol
ADHS/DBHS enrollment and Smallwood, co-chairs)

eligibility policies; make
available for public comment;

[(' c. Research limitations by fund Mike Pr/n/ski . 2/28/99
source;

d. Draft and circulate pro=.oram Aimee Schwartz, Chrisw Dye, Mike 5/1/99
policy clarifying what funds can Franczak, bfike Pr/n/ski, Theresa
be spent On substance abuses Robbens
ser¢ices.

i
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_, DUAL DIAGNOSIS _TEGI_TION PLAN

Objective 2. Develop expert consensus model for integrated treatment.
See Attachment I

i

Although there is consensus in the ffterature, there is no locally accepted program model
for delivery of integrated treatment for co-occurring disorders

Action By Whom By When

a. Convene an advisory group of .ChrisV Dye and Michael Franczak I/I5/99 /
key stakeholders; o/

b. Conduct an initial Icuowledge [ Kenneth tVfinkoff,M.D. 2/10/99- ×
exchange session with local and J Joel Dvoskiu, Ph.D. 9/30/99 '"'

national expei'ts to identify J R.obe,ffDrake; M.D
exemplary practices; [See Attachment3

c. Identify expected outcomes and Advisory Group 3/t/99- ] '7
corresponding local model; 9/30/99 t

-!_. d. Identify barriers to implementing AdviSory Group _10/99- '2
inte_ated treatment; Policy, 7/1/99 ,
funding, clinical practice,
screenin_assessment and
PA/UR;

e. Develop plan to overcome Advisory Group:
barriers, implement and test A) Barriers 9/30/99
model. B) Implement 1/1/2000

-5-



_( DUAL DL_kGNOSIS EYTEGRA]FION PLA2Y

Objective 3. Evaluate service need and system capaciiy.

Action ! By Whom I By Whe,/-

a. Estimate number of class HSRI:

members with co-occurring A) Gap analysis 8/1//99
disorders;

b. Based on above model and HSR!:

existing capacity, estimate # of A) Capacity.analysis 5/15/99
new sm-viees/p_oviders to be
developed. B)Es'gmadon model 7/2000

Objective 4. Increase number of agencies contracted to work with this population

Action By Whom By When

-( rj (,/,_._ a. Recruit new provide_ VatueOptions 10/1/9% ,
o_/1/2000

a. Developcapacitywithine_s'dng ValueOptions ?/1/99-

providers 7/t/2000
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.( DUAL DIAGNOSIS h-YTEGR.ATION PLAN

Objective 5. Develop outcome measures and performance incentives. _.cc 4 .
See Attachment 2 r_c__-v-o.,--In.ur

Action ByWhom iByWhen

a. Develop/publish initial DBHS Ann Proio 1t/I/98 c,//
performance measures set for
mental health

a. Convene treatment outcome and Christy Dye 1/28/99 ,/
performance measure consensus
panel;

b. Identify measures of outcome, Christy Dye, Consensus Panel, TOPPS 1/28/99-
.case mix adjustments and data Research Team 5/30/99
collection points;

(1) Assess need for 1/28/99- ,,-'
specialized substance 6/30/99 v

"il use,abuse,dependence
measures

f'

(2) Coordinate core measures 4/1'5/99 _,
set with National TOPPS

Advisory Panel;

(1) , Implement revised 8/I/99
TOPPS follow-up suvvey
instrument.

-_ -7-



( DUAL DIAGNOSIS _N-TEGtL_TION PLAN

c. Identify measures of syStem Christy Dye, Consensus Panel, TOPPS 1/28/99-
performance, case mix Research Team 9/30/99
adjustments and data collection
sources;

(1) coordinate core measures
set with National TOPPS 4/15/99
Advisory Panel;,

(2) design query structure for _l/99-
MIS monitoring of 7/I/99
system indicators;

(3) recommendations for 7/1/99
ALFA collection time

fi:ames;

d. Develop baseline indicator data; Chrisv Dye, Consensus Panei, TOPPS 7/1/99-
: Research Team 5/1/200 t

-,, (1) "Norm"M'TSindicators
quarterly; 7/1/9%

5/I/2001

(2) Field launch of 2-year
patient follow-up survey; 6/1/2000

1
e. Fklalize indicator set with Christy Dye, Consensus Panel, TOPPS 6/I5/2001

recommendations from Research T__.m
Consensus Panel



_( DUAL DIAGNOSIS _YTEGI_TION PLAN

Objective 6. Evaluate ADHS/I)BHS Professional CapacitY and Need for Technical
Assistance

Evaluate ADffS/DBHS capacity to implement the plan, including the number of
qualiffed profexsionafs needed who are experienced in theplanning and development
of substance abuse servicas and who are knowledgeable of various federal, state, and
private programs relevant to meeting the needs of class members with co-occurring
disorders. See Attachment 4.

Action ByWhom ByWhen

a. Evaluate internal DBHS capacity ChristyDye, Mike Franczak, Ann 2/1/99

· for '.n-nplementation plan suoport Froio, Carol Smallwood
in statistical analysis, Ongoing

best practice analysis, pro,am
level expertise.

°

a(1). Statistical analysis ChrisV Dye, Mike Franczak, Ann 3/1/99
'- As of3/1/99, staff exoerienced Froio

in:

i. SPSS/other packages:
A _e; '_ =m_antsuoporred'T

ii. _ Sampling desto, follow-
uppatientinterviews:0
fie; 2 _o_antsupported

iii. Analysis of patient
inte.wiew data: 2 Re; 2

grant supported

iv. Analysis of patient Ntis
record data (CEDAP,.
rne_ureq): 0 _e; 0 grant
suoooxed

.-9-
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_' DUAL DL&GNOSIS _TEGRA_FION PLAN

I

i.

a(2). Best Practice Analysis Christy Dye, Mike Franczak, Ann 3/1/99
As of 3/1/99: Froio

i. Staffwith Intemet lit

· review capabilities: 10 fie

ii. National consultants with

expertise in clinical
practice: 2
(one-year grant)

iii. National consultants with

expertise in patient
outcomes/system

performance: 3
(three-year _ant)

iv. Assessment of key data

( trends:QMCommittee

v. Staff for prom'am design
& implementation: 0 fie

vi. StaffforRBHA technical
assistance/oversight: 0 fie

a(3). Prd_am Level Exoertise Christy Dye, Mike Franczmk, Ann 3/1/99
As of.3/1/99: Froio, Carol Smallwood

i. Management s*m.ffwith
specialized training in
dual diagnosis: 2 fie

ii. Sr._ for pro=.o'ramdesign
& implementation: 0 fie

iii. Sta_,'for RBHA technic_

assistance/ove,"si=ht:0 _e

(
-I0-



DUAL DIAGNOSIS hNTEGRA_TION PLAN

I b. Evaluate need for outside Christy Dye, Mike Franczak, Ann 3/1/99
professional expertise, based on Froio
above.

i. P,.BHAfie staff 3/1/99
desig-nated for this
populadon/program: .25
(Maricopa only).

ii. 'Ongoing national 3/1/99
consultant support: 0 fte

c. Evaluate need/current resources 3/1/99
for internal staling amd external

· support, based on above.

Internal

i. Sta.ffforpro_am desi_ ' 3/1/99
._ & implementation: 1 fee
'". required (co-funded

position)

ii. Staff for RBHA technical 3/1/99
assistance/oversight: 1
fie requked (co-funded
position)

External

Develop Y2002 Budget Request, 5/1/2001
for unfulfilled sra_ffneeds, based
on above:

i. 1fie staffin

Pimafivlaricopa;' .5 fie in
NARB I-"L%PGBHA,
Excel

ii. 2 rladonaiconsulters for

ongoing iA

"'_' -1t-



DUAL DIAGNOSIS INTEGR._TION PLAN

ii. 2 nationalconsultantsfor 5/lZ2001'

ongoingtechnical

expertise

:;f -!2-
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ABSTRACT

[ Integrated treatment for adults with mental health and substance abuse disorders

This proposal is submiged by the Arizona Department of Health Ser?ices, Division of Behavioral
Health Services, Bureau for Persons With a Serious Mental Illness (ADHS/DBHS/BPSMI) and
Bureau for Substance Abuse and General Mental' Health, which will serve as the fiscal and

coordinating entity. ADHS/DBHS is currently engaged in a series of initiatives surrounding best
practices/ri the treatment of co-existing conditions. Activities to date have included specialized
training on exemplary treatment practices among offenders with co-occurring psychiatric and
substance abuse disorders and an initiative to develop and refine clinical standards of care for d.ually-
dia_cmosed adults. Historically, .treatment of these conditions has followed a model of sequentially
addressing the needs of the client through parallel systems of care. In this model, mental health and
substance abuse services are typically provided by separate prom-ams and clinical staffwith little
sensitivity or orientation to client needs' which fail outside of their area of specialization. In addition,
treatment fi:equently takes place in separate facilities and often at separate times in the year. TMs
pattern has progressed un.disturbed over time although dual diagnosis is, today, the rule rather than
the exception.

The ADHS/'DBHS seeks to develop a forum for inte_ating mental health and substance abuse
treatrr/ent in a fashion that best serves the needs of dually-diagnosed adults. A considerable body of

research points toward integrated service delive_ models as conmibuting to improved patient

_? outcomes. ADHS/DBHS proposes to utilize the grant resources to convene and support expeh
-_ forums of mental health and substance aouse providers to directly discuss and confront the

philosophical and service system barriers that perpetuate the parallel treatment model. Products of
the project include models for provider/network subcontracting to improve service delivery and
standard of care guidelines addressing such areas of use of psychotropic medications (including
methadone), goals of substance abuse treatment for psychiatric clients, use of supportive case
management, and the role of relapse prevention and recovery supports in psych/attic care.

The objectives of this project are to generate state consensus and implementation of inte_ated
mental health and substance abuse treatment by: 1) conve 'ning an advisory gore> of key srakeholders

on a monthly basis; 2) conducting knowledge exchange sessions with local and national experts in
order to identify exemplary practices regarding ime=m-atedtreatment;.' 3) using _oup consensus
building methods to idenm_/the local model and barriers to imr)lementino.. = inte_*mted_treatment, (4)
developing a work plan to oyercome the barriers and implement the inte__ated treatment model, (5)
disseminating the results storewide, and (4) monitor implementation and results.

f

:!
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A. D escription-o.f Exemplary Practice
'(

The Arizona'Department of Health Services, Division of Behavioral Health Services, will initiate
a consensus building process to establish storewide key stakeholder support, for the implementation
of exemplary integrated treatment practices for individuals with co-occu_rringmental health and

substance abuse disorders. Peters and Hills (1997)'identified the following key principles in the
integrated treatment model: 1) dealing with both disorders as primary, 2) integration of services, 3)
individualized programming to address symptom severity and skill deficits, 4) treatment

comprehensiveness and flexibility, 5) phased treatment intervention with graduated intensity, 6)
treatment continuity, 7) engagement, 8) psychopharmacological interventions when necessary, 9)
peer support and self-help groups and 10) reassessment and modification as necessary.

Individuals.with ce--occuning mental health and substance abuse disorders represent one of the most

.challenging populations to serve. The Center for the Study of Issues in Public Mental Health (1998)
based on a random sample of individuals receiving services in New York State reported that 57%
of individuals with a severe mental illness diagnos, is also had a diagnosis of subs*anco abuse. This
study also reported that the rates for individuals in inpatient settings was considerably _eater. The

highest prevalence'rates are found in the criminal justice system. The GAINS Center (1997)
estimates that on any _ven day 642,500 prison inmates have both a serious mental illness and a co-

occurring substance abuse disorder. In addition to the high prevalence of fao co-_ccurring disorder,
these individuals generally do not respond as well to standard treatments (Bowers, Mazo_e, Nelson

. and Jot!ow, 1990), are hospiralized more frequently (Hills,1994), are more frequently homeless

'& (Osher, Drake, Noordsy and Teague 1994), have.a higher frequency of violence (Steadmaa, et. al.,
I998 and Monahan, 1995) and are incarcerated more o_en (Abram and Teplia 199I) than
individuals who have either s!ngle diagnosis. One of the most compelling reasons for improving
treatment to this population was provided by Hser, A.nglin & Powers (1993). During the course of
a 24 year study wi& substance abuse disorders, they discovered that even with intermittent treatment

only 19% had attained stable abstinence. The most chilling finding was that 28% of their original
sample were deceased.

I

The State of Arizona currently has 24,000 individuals with serious mental illness enrolled in the

publicly funded behavioral health system. Using the most conservative estimate, ar_pro.'dmately
14,000 individuals in this _oup are likely to also have a subs*maceuse or abuse disorder. F'_ry slx

percent ofth/s group are females and 24% of the Population are minorities, the largest percefitage
being Hisp_c or African America. There is also a significant number of Native Americarmin this
group. Only 5% of the population have incomes over $10,000 per year. A significant number of
these individuals are unemployed, homeless and involved with the cr:_ual justice system. For the
purposes of'al:tisproject the targetgoup will be indi_hdualswir.h seAo,usmental illness and substance
use or abuse disorders. T'ne priority population Mi! include individuals from n,.inoiv groups,
individuals involved in the criminal justice system _d womefi. Additional target goups Mil be
included a_er the process is implemented, rested and refined srateMde.



Currently in Arizona, most treatment programs for these individuals are organized in a sequential
fashion in which the individual must complete the treatment'for one dia mlosis before they can enroll

'_' in treatment for other diag'noses.. Osher and Kofoed (I989) refer to this model as "ping-pong"
therapy. The extended sequential treatment approach is contrary to what has been discovered
regarding the treatment compliance of this population. Research has shown that individuals with
co-occurring .disorders are more likely to terminate treatment prematurely and to attend treatment
less consistently (Hall, Popkin, DeVaul and Stickney; 1977). Individuals with co-occu_r_g disorders
are less likely to stay the course of extended sequential treatment (Osher and Drake, I995). An
alternative to sequential treatment is the parallel treatment model in wMch both treatments are
ore%red simultaneously by d_%rent providers. Arizona has a number ofprogrm-ns that fit the parallel
treatnient model. While the parallel model offers irnprovemerks over the sequential model, there are
a number of difficulties which .are inherent with multiple uncoordinated treatment providers (Weiss
and Najavits, t 998). Services for this population are divided by funding sources, admission criteria,
treatment methods and philosophies and rmfftraLuiug and qualifications (Sciacca, I991). Both the
sequential and parallel approach to treatrnent retains the bulk of these problems.

Jute=o-ratedtreatment models have been proposed by Miukoff (1989) and Minkoff .andDrake (199 I)
which provides for the simultaneous treatment of both disorders wkb_mthe same treatment setting.
The consensus at the 1995 dual-diagnosis conference, as reported in Mental Health W'ee_y (1935)
was that inte=__ ted treatment which addressed both issues simultaneously .was superior to separate
treatment for each condiffon. While there has been considerable debate prknaff!y w/th_n the
substance abuse provider community regarding the reported superiority of inte_ate d treatment

_( approaches, the majority of professionals endorse this approach (Mental Health WeeMy, 1998).'

r- ' eAfter a thorough examination or the avallabI treatment models, the Arizona s'o-.kekoldemhave
determined that integrated treatment represents "best practice" for thefollowing reasons: 1) T2e vast
majority of the professional literature reports that the results of inte_ated treatment are suoerior to
those of sequential or parallel approaches, 2) these findings have been replicated in numerous
settings and states and have been generalized from inpitient to community settings, and 3)
behavioral health professional organizations have endorsed the model in their publications and at
conferencls.

Drake, Rosenberg, and Muesier (1966) in a review of the literature have concluded that the
outcomes achieved by inte_o_ated treaU-nent are superior to those achieved by either sequential or
parallel treatment. Peters and Hills (1997) reported that the best chance for sustained remission for
Lndividuals with co-occu_,%ug disorders is provided by an inte_ated treatmem approach. They
_rther note that the desirable features of inte_ated treaument include 1) assertive outreach and

intensive case management, 2) a comprehensive range of services to accommodate individuals at
_,,,o,==ino and motivating the person to commit tovarying levels of severity, 3) an emphasis on ,.,,=_=_=

=eatment,. 4) conceptuali_ng people pass_ng tN'ou&tustages or phases of treatment, 5) modification
ofpharmacologicai approaches and 5) and ongoing assessment and =earment plan .modification.

The outcomes obtained fi.om inte_ared trezumenr have been r2- suoeffor,to those obtained by e,t-e.;_' ,'

_{Z_.;.....4 Pac,e" --: -= Zur--au for _:-_--=cas -ai_ $a.-ious ?-e"-:a! i!l:esa/subs:aaca/Z_S/A_i_$



sequential or parallel methods. Mueser, ,Drake and Miles (1997) reported that the weight of the

evidence for 30 studies of integrated treatment is oyerwhElmingly positive. Jerrell and Ridgely
( (I995) studied ti-_ee models of integrated treatment and discovered improvements in work,

independent living social relationships, satisfaction, a reduction in psychiatric symptoms and
decreased use of emergency room visits. Bond (1989) reported decreased hospitalization rate for

individuals enrolled in an integrated treatment model. Kofoed, Kan[a, Welsh and Atkinson (1986)
and Hellerstein and Meehan (1987) also reported 'significant reduction in the rates of hospital
utilization. Rios and Ellingson (1989) reported a increase abstinence for in.patients enrolled in an

integrated treatment approach. The most dramatic finding was presented by Drake, McHugh and
NoorcLsy (t993) in which 60% of the patient who received integrated treatment remained abstinent
during a four year follow-up.

The integrated treatment a_proach has bean replicated success_lly in numeroUS se_aJngs. Sciacca
reported the implemented a successful integrated treamlent approach in New York State. Bart

(I994) implemented integrated treatment in Los Angeles, California. Minkoff(1989) has replicated
his mode[ which was developed in an inpatient setting to other community settings and systems in
Massachusetts. Ridgely, Lambert, Goodman, Ch[chester and Ralph implemented a successful
integrated model in Cumberland County, Maine in 1998. Muesser, Drake and Miles (!997) report
thc successfi.d implementation of an intc_ated approach in New Hampshire. Dr. Minkoffhas also
provided u-dining to the State oflIlinois as part of their attempt to implement an integrated model.

Presentations and work, hops have been held i'egarding the integrated treatment model at the
' American Psychiauic Association and the American Psycholo_caI Association Annual Conventions
(]_ and at special conferences focused on the treatment of individuals v,Sthco-occun-ingdisorders. The

GA_iNS Center as part of a technical assistance grant has _onsored training in integrated treatment
in numerous states and also provides a variety of educational materials on the subject: Consumer
and fatal.'ly organizations such as National Alliance z%rthe mentally Itl are providing lite.mt-are on
the subject oz mte=_o-ratedtreatment to their membership. The Center for Suosmnce Abuse Treatment
included the integrated treatment model in the Assessment and Treatment of Coe_ging Mental
Illness and Alcohol and Other Drug Abuse Treatment Improvement Protocol (CSAT, 1994).

t

While inte_ated treatment approaches have many elements in common, _ere are also number of
cases in which the models ernphasize different elements. Due to the number of necessary elements
and the variation which exists within current models, the imolementation, o,_an mte..ozatea'_ * ' model in

A.dzona will not simply be a "cookie-cutter" process· The inte=.o..:ratedmodel proposed by _J.koff
(1989). which was originally developed in an inpatient se?dng has the following components: 1)
Acute stabilization, 2) eng_ement, 3) prolonged s-mbiliz_tion,and 4) rehabilitation. Mueser, Drake
and Miles (1997) describe the following common components of most integrated models: 1)
simultaneous treatmen_ of both disorders by the same person, team or organization, 2) case
management and g-roupinterventions, 3) asse_ve ou_-each,4) education, 5) focus on motivational
aspects of treatment, 6) focus on the Iong-te.,xnperspective. They f2r-&er hndicate that inte_ated
models di_er on the de_ee of emphasis thai is plac:d on the £ollow'mg components: I) use of

behwdoral strategies to reduc: ,_ges, 2) wor'_dngwith patient's families, and 3) employing a slep-

-, . f
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wise or _aduated approach.

(' Another element of integrated treatment which is present in most models is that the treatment.

modality must be present in ail components of the continuum of Care. Since individuals will present
with varying levels of severity, the elements of integrated treatment must be available in inpatient
settings, acute residential, therapeutic communities, club houses, drop in centers, peer and family
support groups, supported housing, and vocational'services. Individuals may enter the system ar
various points and as functioning level improves, many will advance to additional progam activities
which must be capable of continuing services for both mental health and substance abuse issues.
k is therefore necessary to educate a wide var/a W of professional disciplines, family members and
support g-roups in the integrated model.

It is for the above mentioned issues that ADHS/BHS has chosen to seek consultation from national

and local experts. Drs. Minkoff and Drake have both implemented integrated models in a variety
of set-flags. Althou_ja there are common elements to their models, there are a/so distinctions which
may prove critical to the gxizona system.- Dr. Dvoskin has had extensive e,'cperience in
implementing systems of care ad will focus on the naturalization of the model to the Arizona
system and culture.

B. Project Impact/Feasibility

The Arizona Department of Health, Division of Behavioral Health is the central au_ority for
providing both mental health and substance abuse services throughout _e publ/cly funded behavioral

[-(. health system. Havlng_both services rest within the same agency makes the intonation_ of services
more likely. There is also widespread sK_port and commkrnent from key stakeholders in Arizona

to participate in discussions intended to lead to consensus on inteD-atedmental health and substance
abuse treatment. Althoug_hthere are some a_'eas of disageement on the exact format for integrated
treatment and what is considered best practice, all of the key stakeholder who have been contacted

by the applicant have expressed a willinm2ess to seek consensus state wide and to follow t.hrou_a by
implementing the _oup decision.

As a result of informal discussions in preparation for this a, plication, representatives of the

following organizations and agencies have a_eed to participate in the int%_o_atedtreatment consensus
building project. Support has been obtained from the Consumer Advisory Board, the Arizona
Department of Health Se_wices,the Council for Offenders with Mental Impairments, the Association
of Behavioral Health Providers which includes representatives from the maj0r/ry ofmentai health

and st_bstance abuse providers, the Behavioral Health Planning Council, the Mental Health
Association of A.dzona, the gzizona Alliance for the Mentally II1,The .ArizonaCenter for Disability.
Law & Patients Ri_ats, the Office of the Monitor, all.five oft.he Arizona Regional Behavior_dHealth
Author/ties, as we!I as individual consumers,.professionats, and family members.

The deve!opmenr of s_reholder sum2orrbe_ in February 1998 as a result of a rlm-ee-da,)wor:'_hoo
_hat was conducted by the G._.riN'SCenter from Delmar, Ne,v _ or-<.The wo._s,op-_"" was conductea

C;
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aspart of their technical assistancemission in associationwith a SA3dHSAOri-zt focusedonjaiI
diversion programs. GAINS Center consultants for the workshop included Patty Griffi% Ph.D., Fred

( Osher, M.D., arid Roger Peters,Ph.D. The initial day of training wasprovided by Drs.Osherand
·Petersand consisted of an overview of"best practices"related to co-occun-ingdisorders.Thesecond
and third days of training, facilitated by Drs. Griffin andPeters,focusedon cross-trainingexercises

designed to assist workshop participants with .applying information and treatment strategies
discussed during the fizst day of training. Appro .ximately125 people primarily from Mirlcopa
County participated in the training including communky mental health and substance abuse
administrators, service providers, jail mental health st_ff_behavioral health care adminis'a_tors,staff
from the local housing authority and consumers. The second workshop was conducted for r_ff from

the entire state on April 15-17, 1998 in Tucson, Arizona. GAINS Center consultants included Roger
Peters, Ph.D., Joel Dvoskin, Ph.D. and Roger Weiss, M.D. The format was similar to the previous
workshop. The first day of tr'aining consisted of an overview of clinical topics related to "best
practices" in co-occurring disorders, and the second and third days of _aining focused on
applications. Approximately I00 persons participated in the tm{n;ng, consisting of teams of
individuals from each of the five RBHAs.

As a result of these two workshops, a state wide consensus was reached that the current process in
Arizona does not meet the needs ofindividualswithco-occurring mental health and substance abuse

diagauoses. While many organizations provide a variety of services for this _oup, they are not
producing the outcomes that are desired. Many clients .leave the pro,ams before they have
successfully completed the protocol and show up later in other par_s of the syste,m repeating the same

",.. pattern of treatment resistance. Many organizations were very frustrated with each other due to the

.'_. fact that they fek that the enrollment and eti_bility criteria prohibited coordinated se,wices. Mental
health providers felt that most substance abuse providers discouraged the use of psychotropic
medications which were essential for the reduction of psychiatric symptoms. Co.nversety,substance

abuse providers derided the mental health providers refusal of clients who were not "clean and
sober".

A_fierconsiderable debate anddiscussion, the grouoachieved consensus that the current sequential
and parallel treatment models in Arizona were at best, marginally effective. They committed to
working together the resolve the current state of affairs. Tn/s _m-anrappliqation is largely the result
of the enthusiasm to improve serv/ces to this population that was generated by the organizations that
attended the two workshops.

In addition to the key stakeholders and work _ouo, ADHS/BHS the aopHcant Mil conduct
additional [r_%rmation forums for consumers, family members, and staff de s_bing the hre_ared
Mental Health and Substance Abuse Treatment Model and the pro,ess of the work _ouo (Sechres%

Backer, Rogers: Campbell, and Grady 1994). The project Mil produce and disuhbure comprehensive
information packets to consumers and othem desiring derailed in/ormarion. Information Mll 5e
contained in the Behavioral Healt_5Services We_kly Newsletter and other published reporr_.

The Inte_ated Treatment Project (ITP) w/ii soticir conrakarion and technical assisr_ace _om other
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states and agencies which have implemented integrated treatment andother key stakeholders on the

.( efficacy of its efforts to identify and overcome barriers to the establishment of _'_atewide consensus
on the implementation of Intem-ated Mental Health and Substance Abuse Treatment. The issues that
have been reported as potential banfers w/Il be identified and discussed during the information
forums. Potential solutions to these barriers which may be suggested by the participants wilI be
recorded for consideration during the work group p!ann/ng and implementation process.

While the actual work group will determine specific barriers to implementing the integrated
treatment model, a number have already been noted by the conference attendees and the other groups
that were contacted. The most notable barriers were the foHo,,iing: 1) separate eligibility criteria,
2) staff knowledge, 3) funding streams; 4) constricted agency missions, 5) contracting processes, 6)
data system shortcomings, and 7) lack of agencies wilIing to work with this population. None of the
barriers that have been identified were considered impenetrable. EIi_oility and funding decisions
are controlled by the Arizona Department of Health Services, Division of BehavioraI Health and can

be reconsidered. Sta.ffknowledge can be enhanced by add£donal cro}s-tra{n{ng. Constricted agency
missions, lack of ar_propriateproviders and contract issues are issues that have been identified by
providers as being adjustable.. Ultimately it will be up to the Intem_=tedTreatment Project ClTP)
work group to identify the _ecific actions that wi//be necessary,to _move ail of the barriers. Many
of the aforementioned barriers have already been addressed-in other sites implementing t!ds model
and it is anticipated that the cohsultants, Drs. Mimkofr,Drake and Dvoskin will provide invaluable
assistance in methods to overcome the obstacles.

· It is anticipated that there will be nd si=_ificant adaotations to the methods used to impi_ment
[
:_. Integrated Menial Health and Substance Abuse Treatment Model as established in other states.

Nevertheless, particular attention will be focused on how the proposal is received and re_onded to
by the Arizona managed care behavioral health system provider cornmumty. Managed care systems
utilize practices such as preferred prov/ders, uffl_z--fionreview, prior authorizat/on and provider
networks which may pose special problems for the implementation ofinte_o_mtedMental Health and
Substance Abuse Treatment Model. By addressing these particular issues, the Inte_ated Treatment
Project will provide valuable im%rmafionfor other rates as they also begin to implement Lnte_ated
Mental Health and Substance Abuse Treatment Models in managed carese_ngs. A,izona must also

consider issues with respect to urban, rural and frontier areks. The model that is developed will
need to be one that can applied in each of these set-ings.

The impact of these activities on the treatment provided to individuals with co-occurring mental
health and substance abuse MI1result in improved mearrnentoumomes, _eater consumer and fam.Jly
satisfaction with behavioral health se_ices, reduc=d involvement in the criminal justice system,
reduced homelessness and improved functioning.

ADHSfDBHS wilI orovide'. m-._na":'-=,,.source.s° to suoolementr,le.. __anrawa.,-d.ADHS/q-DBHSs'_affwill
coordinate & schedule the srare',fde work _oups and disseminate the '._2_m,....ationdeve!or_edby the
work _oup to other stakeholdem. ADHS staffwill assist in _e r_ci!karion of group and coordinate

activities of r._hekey srmkeholde_ Mth respect to the projecu goals madobjectives, tr is anticipated

l



that once consensus has been established on the Integrated Mental Health and Substance Abuse

TreatmentModel,theon-goingtaskofprovidinginformationandguidancetoconsumers,family
members, serviceprofessionals,and otherswill be maintained by theArizona Department of Health

Services, Division of Behavioral Health Services and the Regional Behavioral Health Authorities.
Funding will be directly expended fromthe state level as well as indirectly throu_the expenditures
of the Regional Behavioral Health Authorities. The State and the Regional Behavioral Health
Authorities will provide in-k/nd match funding by d_dicating staff time and travel expenses to the
work group. Ail funds to provide integrated treatment will be coordinated and/or provided by the
Arizona Department of Health, Division of Behavioral Health.

C. Project Approach/Plans

During the application process, the intent andscope of the project was explained to representatives
of key stakeholders. Key stakeholders reviewed and commented on drafts of the a_plication,
including the Proposed method for implementing the exemplary practice. An ADHS/DBHS staff
person, who is also a consumer, was a key participant in the preparation of the ar_plication.

A 9 Step Problem Solving and Group Consensus process will be utilized to establish a statewide
consensus for the establishment and implementation of an inte=_oratedIzeatment model throughout
the State of Arizona. The expected outcomes are: 1) the identification of a formalized model of

integrated treatment model which will include "best practices" using both local and national e_er_s,
2) a comparison of the "best practice" mode1 and the current treatment models, 3) the identification
of barriers to implementing "best practices", 4) 'the plans and methods to overcome the idefftified

·( barriers, 4) an implementation plan and 5) a validation procedure.

The 9 Step Problem Solving and Grout>Consensus process is a formalized method of=o-m_ decision
making that facilitates drawing on the knowledge of experts, providers, policy makers, individual
consumers, family members, advocacy g-roups,treatment star% and other key stakeholders.'The 9
Step Process has been successfully used by ADHS/DBHS as a team building andproblem solving
activi V (Arizona, I996). A trained goup facilitator will beresponsible for conducting the process.
The diverge stakeholders who will be involved in the process ail bring vested interests in the

implernentation of mental health and substance abuse treatment and all bring common and unique'
experiences to the table. Group members will be guided by the goup facilitator to provide
inz%rmation about their perceptions of and disposition towards intem'ated treatment.

The composition of the g-roup will be eveMy distributed throughout the five regional behavior_
health authorities geograohic areas. The _oup will designate one representative and mnaiternare
to attend statewide gou_ which MIl produce a final consens_. Each _oup ,willbe facilitated by
the same person with assism.,m_from ADHS/DBHS _.d Re_onal Behav/oral Health Authority.staff.
At least one representative 5rom the ADHS/DBHS Consumer Advisor..' Board will a_end each
meeting. Meetings _51ioccur tkroumhout uhesram [-iorder to reduce t_hetravel burden for mr_ are_.

Action grant _mding will provide 'Arizona the oppormnky to 1) educate the stakeholder gr.oup on
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the "best practices" for integrated treatment using both Io_al and national experts,2) support ongoing
-monthly meetings by providing stipends to consumers, families and small agencies, 3) provide
ongoing support to evaluate the integrity of the group process and 4) to develop and implement the
"best practice" model that is developed.

:(
· ' A. The 9-Step Problem Solving and Consensus Building Process

The 9 steps are divided into two (2) phases:

planning.Phase (Steps1 through 6): begins with the project and work group selection, through
the development of recommendations and implementation planning. Many aspects of Steps I-2
have akeady been implemented in the preparation of the _ant application.

Implementation F;tase (Steps 7 through 9): executing the implementation plans, inclusive of
testing the plan and measuring it's impact.

Planning Phase:
Step 1: Identify

This step of the problem-solving and corse.usus process was implemented as pan of the pant
application process. The issue of integrated treatment ,,vasre'Mewedwith ADHS/BHS management
sm_, key stakeholdem from the provider ne_U_,orl<,consumers and families and other local and state
government agencies. A unanimous decision was reached to aopty for _ant funds to pursue this
statewide objective.

5_ Step 1 Activities:

1. .The project has H support of management at the )2)HS/BHS, Re__ionalBehavioral Health
Authorities, providers, advocates, consumers and family levels.

2. The process targeted for improvement has direct impact on the organ/zation's (a) ext.ernal
customers, Co)internal customers, (c) stakeholders, and (d) other citizens of Ar/zona.

3. The process or project is related to: (a) key business issues, Cb)StrateDc Plan goals and
objectives, and the (c) mission of organization.

4. Infrastructure is in place in the organization to sup.port the process.

5. The scope of the project is clearly defined.
5. The project has an achievable, measurable goals that has been studied and approved by

management.
7. Potential financial resources (the Community. Action Grant and state in-kind resources) have

been identified.

8. The project represents a c!e_iy defined process _ar cmnhave e_dy identifiable starring and
ending points, including implementation mudvalidation_

9. The project was identified from one or more of'the following sources: (a) employee
suggestions, cb) annual employes s'dr'¢e'/. (c) c'._romer sureey, (SWOT) analysis, (e)
Straegic Plan goals mudobjectives, (r')input .fromc_rical sr_2-:ehoide.,-s,(g) recom_mendaions
from outside the organization.

!_._. The Step 1 deliverables include:

-The completed D-rantapplication.
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· Identification of stakeholders.

· Identification of potential work _oup.
· Preliminary problem statement, addressing:

· WHO is affected?
·WHAT is involved?

·WHEN is it happening?
· WHERE is it happening?
· HOW much/many/omen is it happening?

· Identification of"best practice".
· Identification and contacts with local and national experts.

Step 2: Form the Work Group and Scope the Project

Group members will be selected or asked to volunteer based on. their understanding of and
involvement in the process under review and involvement in the new process. The _oup leader and
facilitator will be selected. While some members of the _oup have already been identified,
addit/onal members will be recruited from the stakeholder _our_s

Step 2-Activities:

I. Appropriate members have volunteered&eon selected for the work _oup.
2. Group members are tra/ned and knowledgeabl e of the task we are undenaldng.
3. The work g-rduphas a clearlydefinedmissionandscope.

;'( 4. A communication plan has been developed to keep ali key stakeholders informed of the
project's progess.

5. A process has been defined to resolve goup issues, in the event (if an impasse.
5. Meeting agenda and meeting minute templates have been a_eed upon to communicate

meeting activities.

7. A meeting evaluation tool has been a_eed upon to assess the _oup's ':health" r%Ilowing
each team meeting.

I

Step 2 deiiverables include:

·full work _oup is established
· clarification of goup roles and responsibilities
· code of conduct addressing goup ales/norms
· high-level work plan/action plan

· communication plan to keep the work goup and stakeholders informed
· issue resolution pr.ocess for resolving _oup issues

· me,ting agenda and meeting minutes.templates for announcing and recording grouo
activities and events

· meeting evaluation tool to gauge the he_rh of the work _oup
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Step 3: Develop Vision of "To Be" Process

' The objective is to select an improvemeixt strategy for the _oup to pursue. Au this stage the local and
national experts will be called upon to identify the "best practice" model. The model will be
described in detail.

Step 3 Activities:

1. Experts present a detailed "best practice" model.
2. A flowchart of the desired "To Be" process is completed.
3. Project/process goals and objectives have been revisited and performance measures have

been established.

4. Qualitative and quantitative benefits of the recommendations have been identified.
5. Costs to implement recommendations have been estimated.

6. Possible consequencesrnnpact of_oup recommendations on other areas of the orgarizadon
have been noted and efforts to avoid negative effects have been taken.

Seep 3 deliverables include:

- "best practice" model is developed
- criteria for each component is defined

· process map or flowchart of"To Be" process
·projectperformanceme,utesandobjectives

·_. · "To Be" benefitsto the organization
· estimated cost of proposed recommendations
·presentation/executive summary

Step 4: Analyze Current "As Is" Process

This step represents the _ouo's analysis of the current process ,under review. Baseline performance
measures/re established as an indicator of"as is" process performance.

Step 4 Activities

1. Process "inputs" and "outputs" were ident;_ed.
2. Customer and stakeholders of the process ,under review were identified.

3. A process man or flowchart was completed to idendO al! activities in the process.
4. "Other" analysis tools, as appropriate, are ,_ed to capture baseline me_urements (number

of individuals served, omcomes, per member/per month corm).

5. The gao between what the _oup wants or desires-and what the _oup is geuing is
determined.

_5. A refined problem statement, reflecting 5-,r-&erareo2(s) of orxmrrunirv £o[lowin_¢,_=o
analysis, was identified.
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Step 4 deliverables include:

: process map or flowchart of"As Is" process -
, · inputs, outputs and outcomes of the process

·customer/stakeholder analysis

· baseline customer requirements of the process and output

· baseline measurements us'rog run charts, par/eto diagrams, histograms, scatter diagrams,
control charts, check sheets, as applicable

· gap analysis
· refined problem statement

Step 5: Identify Barriers to the Implementation of the "To Be" Process

Obstacles and barriers to implementing the "to be "process are identified to pave a pathway toward
the desired solutions and results.

Step 5 Activities:

1. An analysis of the "To Be" process is conducted with specific' barriers identified.
2. -Obstacles and barriers with the _earest impact were identified.
3. Span of control is identified.
4. Stakeholders associated with each barrier are identified.

Step 5 deliverables include:
'(

· Flow chart indicating each barrier and source.

· Type of barrier is identified (perception, financial, staffL-mwledge, etc.)

Step 6: Identify Methods to Overcome Barriers to Implementation

The obstacles and barriers to implementation idenrk%d in Step 5 are examined and met,hods to
overcome e-_ch barrier are identified.

Step 6 Activities:

1. Methods to overcome each obstacle or bart/er are identified.

2. Accountable parties or sub-work _oups are identified for each obstacle or barrier.
.3. Time lines are established for work on each barrier.
,4
-.. A comprehensive work plan is developed.

Step 6 deliverables include: '_k_ ¢x

· A work plan wir_haccounrabIe ?_ies mudr_e lines is develor>ed.
· Inkial work plan is reviewed and adj ,usred.

:_[,.. · Sub ,,vork-_oups may be established.

Implementation Phase
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'Step 7: Develop Plan and Pilot Proposed Solutions

A plan to implement the "To Be" process is developed. Before imolementation of the "To Be"
recommendations on a grand scale, a pilot test of the new process proposal to test its effectiveness

is developed. The pilot will include time frame for implementation and validation, as well as
identifying the who, what, where, when and how the elements will be rolled out.

Step 7: Activities

1. Pilot implementation.steps of the "To Be" have been outlined.
2. Pilot area/population subset has been identified to test new process.
3. Due dates and milestones have been targeted.
4. Methods for monitoring.pilot progress have been put in place.

5. Trainin_guidelines have been afforded to everyone who will be involved in the pilot.

Step 7: deliverables include:

· pilot plan (who is involved? what is involved? where is it involved?)
· pitot milestone and due dates

'- performan, ce measures
· training pro,am/guidelines to educate ali be involved in the pilot

Step 8: Refine and Implement Successful Solutions

{,. Once the recommendations have been piloted, the group needs to evaluate implementation status as

compared to group performance measures'and objectives. Upon.review by the group, the decision
to modify and re£me or to pursue onward, as is, must be made prior to full implementation of
recommendations.

Step 8: Activities:

1. The _rescribed implementation steps were followed (evewone did what they said they would
do).

2. Initial barriers identified were removed.

3. Performance objectives were met/exceed_no gap between the "As Is" and "To Be" desired
sin.re e,-dsts.

4. Modificatiorm were or were not required prior to _II-scate implementation.

S_ep 8: deliverables include:

· performance measurement documentation (i.e., check sheeg pa.,'ieto chz.% run chart,
histogram, control char'_ scatter dia___rn,survey, etc.)

· gap analysis, to note if _ardaer modifications need to be purraed _ke
- implemenration action plan (once no 5.tr_kermodifications are required)

_._ ·presentation/executive summary
Stap 9: Me_tsure Progress and Hold Gains
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' 'I-hissteppresentsthegroup'sworkplantohL_tirudonalizetheprop6sedprocessthroughoutthestate.

The plan will be in sufficient detail so everyone und_m'tands the time elements to complete the
implementation, major action areas and individual respons_ilities.

t Step 9: Activities:

1. Steps have been proposed to assure continued use of the process.
2. The appropriate people have been identified to implement andmonitor the process.

3. Indicators/performance measures have been implemented to signal the response to regroup
and rethink the process, should that need ar/se.

4. Methodology to communicate/display the effkiency and effectiveness of the process has
been chosen.

5. Actual project costs and project results, far, were recorded.

Step 9: deliverables include:

· operatin_procedure manual

· performance measurement system, goals and objectives
· communication plan

· presentation/executive summary

The major project activities listed below will be implemented to accomplish the project goals and
objectives. Specific timetines will be determined during the planning period prior to the official sta-t

dare of the project follow/ag consultation w/th the LutegratedTreatment Work Grouo. This plan
assumes notification of award on or about Ser)tember 15, 1998. If the notification dare is

}_( substantially earlier or later, there will be a 15 to 20 day pre-planning period before official'----. o

implementation of project. The hypothetical time line for the 9 Step process is described in the
following documents. The steps in the 9 Step Process may be modified based on the work _oup
discussion. In some cases the "as is" process is analyzed prior to the "to be" process, in addition,
the time which is allocated to each step in the process may be adjusted if the work _oup's pro_ess
on any of the steps is either delayed or more rapid than anticipated.
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'Key Indicators to be used to determine the degree to which project objectives are being met. The
fo[lowing project management activities will occur:. I) bench marY.lng milk, tones: 2) weekdy status

meetings at ADHS/BHS between the Project Directors, 3) monthly oversight meetings and 4)
quarterly project audits, which will focus on the management of the project, its methodology and
procedures, records, project properties, budgets and expenditures. The audit reports will concentrate
on the current status of the project, future status of crucial tasks, critical management issues, risk
assessment= information pertinent to other projects and limitations of the audit (e.g., assumptions or
limitations affecting the data, etc.).

The Project will require a laptop computer and an LCD computer projector to display group
decisions, progress charts and relationships between "as is" and "to be" models. Since the meetings
will be held throughout the state, portable equipment will be required. The Arizona Department of
Health Services and the University of Arizona will provide sofu_are for the presentations and data

analysis. ADHS will provide, pripdng and information packet materials. Administrative and clerical
suoport will be provided by the Arizona Department of Health Se'vices, Division of Behavioral
Health Services and the University of Ar/zonm-

D. Project Plan For Cultural Competency And DiYersity

The ADHS/DBHS has made a commitment to achieve and maintain cultural competency and
diversity in its pro,ams and services. These issues havebeen reco=maizedand are being addressed
by the Arizona Department of Health Services/Division of Behavioral Health Services through its
five year plan for Cultural Competency In the Administration and Detiverv of Behavioral Health
Services (1995). Specific efforts will be made to insure that minority stakeholders fullyparticipate
in the consensus building process. As previously mentioned, minority groups, individuals' who are
incarcerated andwomen will be targeted as priority populations.

The work group will be comprised of consumers, family members, and provider staff in proximate

proportions to the demograpkic composition of the state. The ture_*mtedTreatment Project will
insure that stakeholder participation reflects the demographic composition of the target population
and the community at Ire'ge. Sur_portwill be specifically sol/cited from key provider o_an/zations
whose membership is predominantly comprised of Hispanic, AfiScan-American, and Native
American individuals. In addition, key stakeholders will be invited to part/cipate in the group
process that wili inctude the Iutertribal Council of Arizona, Chicanos Por La Causa,, and the Ar/.zona
Urban Leag_ue. We have also obtained a commkment from staff _om the Women's Network
(Marilee Dal Pm) to participate and serve as a consultant to ensure the product is gender as well as
culturally sensitive. Also, consumer and family organ/zations, the Arizona Behavioral Health
Planning Council, the Consumer Advisory Board, and the Mental Health Association will be among
the various grouos invited to participate in the group process. These _oups include wide diversity.
in the areas of gender, culture, age and Iangn_e. Materials that are developed as a result of this
project ,,viii be translated into Spanish and will be made available to all relevant stakeholders.

E. Evaluation Design .4_udAnalysis Plan

The purpose of the evaluation desima of the propos_.d project is to provide both formative and
summadve information regarding the implementation process and the impact/outcomes of the

_y proposed project. Specifically, we have developed our evaluation design around two primary
objectives:
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Evaluation Objective 1: To compile and evaluate./nformation that demonstrates that the proposed
project bas been implemented as proposed and to identify and justify and slippages or de.viations in
implementation.-

-Evaluation Objective 1 Me.thodology: Predominandy, the source of information for this objective
wiii be project-related correspondence and materials. Uti/king the OANTT charts developed for this
proposal, we will track the actual implementation of the project against proposed actions and
timelines. Copies of all project-related.correspondence and products, meeting agendas and minutes
will be provided to the evaluation team for review and synthesis. Additionally, quarterly interviews
wili be conducted with co-Project Directors Dye and Franczak to review project activities of the

preceding quarter, identifying specific barriers and successes in implementation, along with
slippages and advances in project completion. These interviews will be open-ended allowing for
semi-structured reviews of major project achievements and outcomes.

Finally, we ,,viii utilize' a participant observation approach to evaluating the quality and extent of
consensus building. Speci_cally, a member of the evaluation team will become a regular member
of the proposed monthly stakeholder, meetings and will also attend all knowledge exchange sessions.
This individual will attend all stakeholder meetings and conduct ethnographic observations of these

meetings. UtiliHng standard field note procedures, the evaluator will maintain ongoing open-ended
observations of the meetings. In particular, a number of key thematic areas of observation will be
noted, including:

The number of participants attending each meeting and their personological characteristics
(ethnicity, gender, =onsumer, consumer-supporter, provider)

The overall tone and tenor of the meetings (open dialogue, controlling, agenda-based, open-
( - ! ended)

The nature, direction, and frequency of interactions among and be._weenthe stakeholders

As a result of these ongoing observations, the evaluaror will begin to synthesize observations across

meetings and begin to provide amore comprehensive assessment of the process and nature by which
the group begins to form around common issues and builds consensus around specific action
planning activities. The results of these obse,wations Mil be maintained throughout'the duration of

the project and will be compiled into a single summative report at the completion of the Year 1.

Evaluation Objective 2: To assess the efficacy of the proposed consensus building process.

Evaluation Objee'rive 2 MethodoloD':' A formalized 9-step process of problem identification and
consens-as building has been proposed for the project. The process is developed upon a number of'

key assumptions. These include the following:

the individuals participating in the process are representative of the key s_ak,.aolders affecting
and a_%cted by, the issue m,.der study;.

the process of consens'_ building allows for mudpromotes uhe meaningful participation by each
srakenolcte_,ofthediverse ' ' '

t_fe individuals participating Lathe process are pro,tided appropriate and sufficient i_ormation

( -. to identify best prao:ice, to idenfi_/the ba_ers to best practice, and to identify re_onable
and appropriate solutions for overcoming these identified barriers;

the individuals participating in the process are adequately empowered by their respective
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' ' · stakeholder groups to represent their groups' perspectivesfmterests and to commit their
groups to specific action.

In order to test these assumptions, we will utilize both quantitative and qualitative approaches.
(

First, a meeting evaluation questionnaire will be developed, pilot-tested and implemented prior to
the first formal meeting of the stakeholders. The purpose of this meeting evaluation.questionnaire
will be to compile immediate feedback fi:omthe stakeholder participants regarding the effectiveness
of each meeting and to identify possible actions for improving the effectiyeness of future stakeholder
meetings. This brief questionnaire will be distributed and collected prior to the end of each meeting

by a member of the evaluation team. The results of these questionnaires will be compiled and
distributed to the stakeholders prior to the next scheduled meeting of the stakeholder _oup, allowing

the group to make alterations and corrections in the structure and fi.mction of their subsequent
meetings.

Second, a small random sampling of the stakeholders will be contacted by telephone by a
member of the evaluation team each quarter for an open-ended qua!kative interview (approximately

2-3 interviews per quarter). The purpose of these interviews will be to explore stakeholders'

perspectives on a number of critical climensiorrs of the consensus building process including:

- the degree of ernpowerment and control experienced by the stakeholders in a_%cting the
consensus building process;

the extent to which the consensus building process is'attending to age, cultural, language,

and gender issues;
the extent to which the consensus building process provides for the meanin=__%ttinvoWement

(...__ of consumers and family members in the decision-making_process;
the qualky and e_enr of orientation, training and consultation provided to the stakeholders;

the extent to which the consensus building process incorporates ackievable and realistic

elements of systems change that are attentive to local system barriers.

These telephone fate,--viewswill be approximately one hour each in durat/on with field noting
occurring throughout the interview. Immediately following each 'interview, the interviewer will
develop a summary report of the interview, building upon information from previous interviews.
In this manner, the interviewer wilt identify common themes to each of the dimensions listed

previously, and attempt to build a rypolog7 of over-arching themes for describing the e_ectiveness
of the consensus building process. The results of these interviews Mt/be maintained -by the
evaluation team and will synthesized into a final, summafive evaluation report at the completion of
Ye_ 1.

Finally, in order to assessthe e_%ctivenessof the proposed knowIedge exchange sessionsof this

project, we will disseminate and colleer participant profile questionnm/.resand training evaluation
questionnaires at ail blowtedge exchange sessions. These briefquexiomnaires have been extensively

utilized by the CormmunityRehabilitation Division in or.her u_'--_.ningmd technic_ assistance projects
and show good reiiabi!iw and validiu. The P__rricipantProfile _uestionnaire solicits basic
information on the personological chm-acrefisticsofr_heparticipants, including their age, gender,

( -'_ ' eth-rficiu, and professional srat_ (e.g., consumer: rTmily member, ser¢ic_provider, administrator.
·'_'_ 'etc.). 'The training Evaluation auesrionnaire solicits i._ormarion reg--_ding the p,_,-ricip_r's

satisfaction with the um'min_/i,-tformarionprovided along a number of d.imensions, including t,he
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.organization of the material/presentation, the usefulness of the material, and the extent to which the
material met-the informational needs of the participants. This questionnaire also allows the

respondents to provide qualitative feedback regarding specific positive and negative elements of the
traininffinformation. Data from the Participant Profiles and Training Satisfaction questionnaires w/ll
be compiled on Quarterly Basis and submitted to co-Project Directors Dye and Franczak.

The evaluation of this project will be conducted by the Community Rehabilitation Division, at the
University of Arizona Health Sciences Center. The project leader for this evaluation will be Dr.

Michael S. Sharer, Research Associate Professor in the Department of Family & Community
Medicine. Dr. Sharer has served as PI for numerous CMHS and DOE grants and has also
collaborated with ADHS on numerous inkiafives.

F. Management Plan And Staffing

Michael Franczak, Ph.D., Chief, ADHS/BPSM! and Christina Dye, Chief, Bureau for Substance

Abuse and General Mental Health will serve as the Project Directors and will be responsible for
ADHS/BPSMt coordination with the major key stakeholders, major management policy decisions,
and overall direction of the Project. Dr. Franczak and Ms. Dye have extensive exr_erience in

managing services for the target population. In addition, they have both served as primary
investigators on previous SA_MStSA grants.

Vic.k/Staples and Betsy Byler wili serve as the key ADHS/BPSMZIstafffor facilitating the dayto day
operations of the project. Both have received special tra;ning on inte_m-atedmental health and
substance abuse treatment and wiI1 coordinate technical assistance as well as provide direct

_. information and traln_ng to consumers and family membem. Ms. Staples and Byler have served as

:!< case management sur)ervisors for individuals who are members of the population which will receive
the l_enefit of the pant activities.

Ms. Sheila Lopez will facilitate and coordinate consumer and fatuity participation. Ms. Lopez
served as Prom-am Director of Survivors United for ei_t years and has served on the Arizona State
Hospital Human P.,i_tsCorem/tree.

· M.r. Raymond Thomas will assist in recruiting a culturally competent and diverse work _oup. M.r.
Thomas has been involved in the ADHS/B.Si Cultural Competency efforts since their inception.

Michael Sharer, Ph.D. fi.om the Universi_ of Arizona, Division of Community. Rehabiliratlon will
perform the evaluation.

Lee Sechrest, Ph.D. from the University of Arizona. Department of Psychoiog¥ wiii serve as the
statis'dcal consultant Drs. Sh_er and Sechrest have _,..wedasevaluators on a numoer of SAMHSA
errants.

Consultant ser¢ices .have bean solicited from states and agencies that have established mt%.,'rated
mental health and substance abuse treatment and _om experts recommended to the Arizona

Department of Health So,ices. Consult_rs have bean selecred based on their specific knowledge
and expe_ence winh esrarvhsmng Intel.rated Mental Health and Substance..au.se z reatmenr.

('"(f--'/'_ Joel Dvoskin, Ph.D. serces _ a adjunct faculty,member at the Universi_; ofgx4_ona and is a naffonal
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'" 'expert on mental health systems,, forensic psychology and the treatment for dually diagnosed
offenders. Dr. Dvoskin will assist the work group in thc process of identifying barriers, developing
strate_es to overcome them and developing the implementation plan.

, Kenneth Minkoff, M.D. is a national expert with extensive experience in the development of"best

pra/tice" models for individuals with dual diagnoses. Dr. M_inkoffMI1provide training to the work
group and assist them in establishing the "best practice" model. Dr. Minkoff will also assist the
work group in developing strategies to overcome ba2rriers and methods to ·deal with the unique
situations that may be present in Arizona.

Robert Drake, M.D. is also a national expert in dual diagnosis "best practice". He will also work
witlx the work group in developing the inte=m-atedtreatment model and assist in overcoming
obstacles.

ADHS/DBHS has successfully applied for and managed grant awards for pro,re'amsfor persons with
serious mental illnesses. ADHS has managed community support, subs*_.nceabuse treatment, jail

diversion, state indicators and housing grants.
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PROGRAM NARRATIVE

L ' .

A. lProject Background and Goals

1. Performance Measurement and Research. Overview: Arizona

States engaged in health care reform musl increasingly address client improvement in an
environment of cost containment in order to justify resources devoted to &rug and alcohol treatment.
A constellation of factors have led Arizona to more ag_essively collect, promote and utilize data

addressing storewide need and resource for substance abuse treatment, including issues of client
outcome in treatment. Among {he most si_i_cant developments were system wide refinements in
the capability of Arizona's MIS systems to capture measures of progrmn performance, as well as
the development of toots, such as the Arizona Level of Functioning Assessment (ALFA), to allow
for comparisons in patient functioning over time.

For very similar reasons, the Center for Substance Abuse Treatment released an RFP for
Treatment Outcome Performance and Pilot Studies in 1996. The project allowed _zona and other

TOPPS I states to develop and collect a body of rigorously-developed data demonstrating the
efficacy of substance abuse treatment based on studies conducted on Arizona client populations.

·[, Arizona has also pursued a variety of research projects to provide data on the extent of need
'--_' and demand for treatment services witMn the state. These include:

A. Arizona Substance Abuse Needs Assessmeni Study (AzNAS)

Largest study of substance abuse prevalence ever conducted in Arizona. Recenfiy fimded for a
second 3 ye_s.

+ g.zNAS I: Scope out the size of the problem: How many people in Arizona need substance
abuse treatment and where do they live? What are the barriers to seeking treatment? Sample
of 10,000.

* .&zxN'A.SII: Gaps Analysis: Isthe current subsr,ance abuse treamaent system sufficient to meet
the needs of Arizonans who need services? Who pays for the care: Medicaid & IHS studies;
sample of 2,7007 W'hat types Of_eatment/leve!s of care are needed (ASAxYf)?What ,?-pcs
of pro_arns are availab[e (MCO/Provider Profiles)?

B. Methadone Treal-ment 0ualitv Assurance System (MTQAS)

Seven state demonstration project to establish oumome indicators for methadone treatment _d
me,ute client pro_ess over time. Includes suicidal behavior, ,useofhosoirat ERs, ,useofderox, ad
employment stares. Sample includes ail clienm in I5 ,aMzonaprog?_ms, both private and publicly

P_ae 2 Bureau of Substance Abuse / BHS /ADHS Arizona TOPPS 1I



supported

C. Treatment Outcome Prospective Pilot Study (TOPPS I)

First prospective cohort study of substance abuse treatment clients in Arizona. Uses the ALFA scale
to measure functional status at intake and client improvement at discharge and at 6 and 9 months
post-discharge. Sample of 1,200. Will provide unprecedented information on the effectiveness of
treatment in a managed care treatment delivery system.

Information dra,,vu from the A.zNAS and the TOPPS I projects, in particular, o_%r rich
sources of data for developing measures of system performance and treatment outcome. For

example, a penetration rate for each MCO catchment area can be derived from AreNAS data through
the ratio _"o, _-of individuals treated/# in the community who need/want treatment.

Secondly, a major focus of Arizona's efforts currently is the development and application

of performance indicator data from various sources to inform policy making, improve the quality
of patient care, and omIidepurchasinJcontracting decisions for substance abuse treatment. While data

from TOPPS I can be used to establish baseline expectations for client outcomes, TOPPS II provides
the opportunity to "norm" both outcome (individual) and performance (systemic) indicators over
time arid benchmark against other states' ex-pefiences.

2. Literature Review: Performance and Outcome _[easures for Systems i¥Ionitoring?(
:.__

State of the Art

Pressed by ie_slative demands for increased accountability and the need to more closely
manage the delivery ofmentai health care, a variety of initiatives to measure the performance and
justifythe investment of tax dollars have been underway'in the past few years. Most effor_ to define
and develop indicators for substance abuse and other mental health services appear to a_ee on the

.. broad, categories from which measures should be derived. For example, the Joint Commission on
Accreditation of Healthcare Organizations cites two major arenas for focus: Performance Measures

and Outcome Measures. I Performance measures include a broad array of clinical and system
standards such as efficacy (MtI care produce the des[red outcome?), appropriateness, effectiveness

(is care provided at the best time?), continuity and efficiency (are outcomes in line with

investments?). Proposed areas for Outcome me,utes focused on changes in status (kealtl%.mental
health, social fimcfioning), patient satisfaction with se,w/cos, and changes in knowledge orbehavior

that impact _rUre health roms.

W'n/ie general a_eement uppers to e.'dsron the need .to measure both peffo,..,'znancemud
outcome, consensus on the exact meas'_es that best capture and articulate these doma;m.s has not

been forr,kcoming. In the recent!y-re!eased 1997 Five StateFe_ib_ry._sessment Projo:t, tko Center
for Menr_ He_th Services defined a set of Ndicators addressing outcomes and qualiw of care for

(
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adults _M.th serious mental illness. In Peni_ am._'-__oshef,2the National Research Council's Panel on
Performance Measures and Data for Public Health Performance Partnership Grants (PPG's) proposed
a series of substance abuse measures. Camgories in the NRC report were s_milar to those proposed
by IACHCO and included both measures of expected outcome, such as health status, social
functioning, and at-risk status, as well as system performance, such as access to care, capacity and
quality'processes. However, the standards aga_n_ which the indicators were measured demonstrated

closer ties to expected public health outcomes, such _s those contained in Healthy People 2000, than
to standards for monitoring the pro_ess and process of clinical care.

Finally, in collaboration with the CSAT, the National Association of State Alcohol and Drug
Abuse Directors (NASA_DAD) convened a special datapanet in the fail 1997to address the issue of

·r" ' O'me. _= process and outcome, measures _om the National Research Council and other sources.
NASADAD's indicator list, ur>on which the TOPPS I! proposal is based, outlines a series of

potential measures addressing the areas of Treatment Effectiveness, System Efficiency, and System
Structure.

Overall, the NASADAD measure represent a mix of darn collected at the level ofindividuals

(self-report and clinical) and various srate-teveI data systems, including AOD data systems
(structure) and interface with other state data systems (cost-of-r%ers). Strengtlas of the list include irs
solid focus on verifiable data, prknarily through s-roteMIS systems. We_<eness include a lack of

attention to attributes of the recovery process which, while incremental, are simfffcant predictors
of long-term outcome, as well as reliance on corapletion rates as the pr/mary measure of treatment

retention. In .A.r/zona's managed care environmen% patients are managed across multiple legels of
: '-_ care, including involvement in post-discharge community recovery support _oups and s_ctured

relaose prevention grouos. In contrast, "completion rate" suggests an arbitray pro,am desi_ (30
day residential, for example), rather than se.wScesbased on individual need.

Da_n Sources and The,:r Limitations

In addition to lack of national consensus around selection of the most appropriate measures
are i_roblems _r_herent in the reliance on pubI_c rystems darn. Dam available for measurement are
necessarily l_.-nitect;most fail into two basic categories: SentinefE,2e.,tfs,are events or occurrences,
usually undesirable and infrequent,, that trSgger,a need for further review. Major examples include
suicide, no-shows and patients discharged against _'m_ffadvice. Aggr¢gafe Da_a Indicators, are

me,utes which quantify a process or outcome. These include rare-based indicators ¢roportSon or
ratio) and values that fall on a continuous scale.

Regardless of the _pe of indicator, data sources and the qualiV of darn are problematic. The
NCR. Panel listed several data som-cesthat can support PPG me,utes. The Centers for Dise_e

·" , -_ , 'Ce,lCe. -_Con,roi. rot exarnpm, suppoC_sthe Nadon_ NomEaole Dl_ _ ._Surve[i!ance Sys_..m (N_SS),
which monitors on a week!v basis the oc:vu-rence of a :_ ' _;_-"_:_'s,-. or important to ¢ublic heakh.

Tv;o other surveys r.har generate state-level estimates _e theNarion_ tm.mmnizationSurvey and the
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BRFSS. CSAT-fimded projects, including TOPPS I, the Methadone Treatment Quality Assurance

I. System, and the S toteDemand and Needs Assessment Pro_-a are valuable sources of data specific
to individual states that allows for some compadsqns on a regional or national basis.

While these data sources are streng-thened by rigorous attention to technical detail in data
collection as well as comprehensive quality assurance processes, data available through state AOD

agency and other state-level systems is ofmn more'problematic. Methodological and conceptual
issues to consider in data collection for MIS performance systems include:

(1) _Arequality assurance processes in place to continuously improve data reliabiliv?

(2) Are key concepts operadonalized in a consistent fashion across the state (e.g. intake,
discharge, treatment completion)?

(3) What is the data submission lag time?
(4) Are providers "incented" to mislabel data?
(5) Do cause-effect relationships between treatment processes and patient outcomes exist?

A final consideration lies in the meaningfulness of the measures, once collected and
translated into rates. What, in fact, should be exoected as the outcome? Are the observed rates
normative and, if so, are those norms what should be? How can providers and MCOs be incented
so that measures improve over time?

The Arizona TOPPS II project proposes to address data limitation issues in avar/ety of ways,

(' including development of a"goId standard" for ascertaining whether measures obsereed inMIS data
'-_'" meet or exceed our expectations for system performance and pat.lent outcome. '

_reasurement Issues Related to Gender and CulturalIv Comoetent Services .

A recent spate of articles on gender and culturally ;competent fer_ices were re,dewed to
ensure that Arizona TOPPS 11is adequately sensitive to the differing needs, expectations, and

outcomes observed among different populations. In Arm/s, Sk/ar, and Moser (1997), for example,
gender in' relation to relapse crisis simanons, coping, and outcome was recently studied among
meated alcoholics. 3 in this study, retar_se crisis situations resui'ing in successful coping (i.e.,
abstinence) and unsuccess,ifl coping (i.e.,relapse) were examined in 90 mate and 35 female alcoholic
clients over the fJz_t 12 week following treatment discharge. More simJlarkies than differences

were observed between the genders in the relapse crisis situations encountered, the number and Wpe
of coping strate_es uset and the dr/nldng omcome results. A similar proportion of males and
females successfully abstained in the first I2 weeks postrreatmenr; a combination of co=_,itive and
behavioral coping was most frequently used by both genders, and negative emotional states
constituted the most commonly reported relapse crisis situation. SurvSval of a relapse crisis was
srrongty associated Mth the number of coping, strategies used bYbothmen and women, l-here was
a nonsignificant mend for females to relapse more frequently in negative al-feet situations (i.e.,
negative emotions, co_qict ,,vlthouhers) mhdmales in the presence of other dfir&ers.
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Copeland (I997) 4studied.the qualitative study of barriers to formal treatment among women
who self-managed change in addictive behaviours. The author found that even thou_ alcohol and
drug abuse and dependence are common disorders in our society, the vast majority of those who
recover do so without formal treatment. Although this phenomenon appears to be more common

among women than men there has been no gender-sensitive research. This qualitative study explored
the barriers to formal treatment seeking among women who self-managed change in their alcohol

and other drug dependence: The principal barriers identified included social stigmaand labeling, lack
of awareness of the range of treatment options, concerns about childcare, the perceived economic'

and time costs of residential treatment, concerns about the confrontational models used by some
treatment services, and stereotypical views of clients of treatment services.The anthor recommended

improving outreach activities, the use of nonconfrontational therapeutic style, understanding and
agreeing upon outcome goals, and evaluation of treatment costs.

In AXcan (1998) _, the evolution of a substance abuse prevention pro,am with inner city
African-American families was analyzed. The author found that substance abuse prevention
pro,ams successfully implemented and shown to be egective thro%g.hrigorous evaluation must be
able to respond to participant needs and changiug environments in orderto sustain themselves. The
author emphasizes the ne=d to reload to participant needs and chan_=_.agenvironments to enhance
sustainabilkyand calls for flexible evaluation components to accommodate the dynamic nature of'
substance abuse prevention pro_o-mms.

Flange (1998) 6analyzed the'social and behavioral issues related to &inking patems. The
ri.: focus was on patterns of drinking audthek outcome, with special emphasis on the patterns of alcohol

t

'- use af_Scting mood and behavior that lead to multiple health and societal consequences. Examples
of sociai d_,qnkJng patterns in Truk, Fiji, arid Iceland illus_te culturally acceptable but inaopropriate
patterns of d_4_n_kingand their outcomes. Excessive drinking has a negative outcome for individuals

and for society, and a regulated, moderate, and responsible pattern of dE_<ing has a positive
outcome on health and well-being.

In Zane, et al (I 998)7,the authors analyzed dosage-related changes in aculturally-responsive
prevention pro a'am for Asian American youth. The study identified aspects of the intervention that
were related to outcome changes in order to hexer understand what accounts for the culturally
responsive nature of this program CTT participants were more .knowledgeable about drags and
about the negative influences of &u-k.ffsaider comple*J,ug the pro_?a m dttring the school year. Also,

there was a si_ificant increase in school competence, but no si_cant change in their perception
of family relations, t-.-r-r-,..**evinced much_less_e_ct_ on youth and family .on-wields-ts.when ub.e

· v

pro,am was conducted in the s,_er in that nopre-pos_ outcome changes were found for the
summer-based intervention. The investigators discuss the ways ia which the dosage differences
between the school and summer pro=.ozamsmay have contributed to the obsereed difz_,Srencesin
outcomes.

None of these recen: a._icles have analyzed cultural issues in relation to Ame.qc_ indians

k
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or Hispanic populations, two of the populations targeted in Arizona TOPPS II.
if

.!
3. Purpose of the Application

The purpose of this application is to participate in anationwide project among selected states
to define common indicators of performance and patient outcome for substance abuse treatment -'
services. Participation in the national Stee.ting Committee o_%rs the unique oppomm_ity to
benchmark specific measures against other states' experiences in order to determine if normative
indicator data is what should be expected. Arizona TOPPS Ii is composed of four components that
allow for validation of data collected from self-report and establish measures for trending system

performance.

Arizona TOPPS II Goals and Obieci'ives

(1) To develop and refine a set of a=._eed-upon measures of system performance and patient
outcome ut/l_7_nga facilitated, consensus panel process..

a) Develop numerators/denominators that can be "nor-med"in BHS data system.
b) Propose modifications to TOPPS I survey instnunent based on suggested measures
c) Develop measures relevant to. unique modets of care, particularly detoxidcation

services versus structured treatment.

(2) To modify the TOPPS I patient outcome insmmlent, based on measures derived from the.
·_ consensus panel, and conduct a two-year post-treatment outcome follow-up of the'l,200
'_"_" patients in the originalTOPPS I study.

(3) To conduct an internal MIS study of existing data available for perz%rmance measurement,
with aparticutar focus on mon/toring indicators relevant to SA2T Block Grantrequirements,
including se,wices to pregnant/parenting women and injection drug users.
a) Develop measures relevant to modalites excluae,, in the TOPPS I study (e.g.

, methadone maintenance, crisis services, detoxificafion)

b) Provide numerators and denominators for consensus panel review and r%edback.
c) "Norm" indicators over time to identify, trends and provide opporranies*Lo'oencnmm-..<''-

against other states.

(4) To desiza and conduct md inre_ared MIS study matching public _,'srem patients to odler
state-level ctatabases in'dle are_ ofhospital admissions, emergency room utit'_m_.tior_,re!a_%
criminal involvement, public assistance utili_tion and access to c_e for pre_mnr women

in Medicaid health plans.

a) Verify self-reported data from the TOPPS I patient sample by obt_..-,.in_r_re/Fosr
measures for epLoaes in od(er stare data systems.

b) Derive cost-offset _d utilization darn z%rail trearm_enr clients in ot_Serrm,:-supponed
service systems, including criminal justice, welfare, _d primal c_e.
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(5) To integrate outcome and performance measures data derived from TOPPS I and II into

system improvement initiatives, including per_%rrnaricebenchmarks for subcontracting and
MIS modifications that allow e_%ctive monitoring of SA.PTBlock Grant requirements.

a) Develop fields for monitoring involvement in other state agency systems, including
criminal justice, welfare and primary health care.

b) Develop fields and algorithms for routine reporting of Block Grant population
requirements and patient outcomes.

(6) To participate, with other TOPPS II states, in a cooperative Steering Committee to determine
an appropriate set of measures for treatment outcome and pe_%rmanceat the national level.
a) Develop consensus measures for national reporting
b) Benchmark field and MIS dam against other states

B. Project Approach/Plans

1. State of the Art in Performance Nleasurement in Arizona

A=-5.zonahealth care system reform in the early nineties mandated intention of behavioral

heal_ services and capitation in lieu of gzant fimding. The state le_stature, Medicaid Agency, and
BHS/ADHS took steps to achieve these objectives, and Arizona has emerged as a leader _ the

--,._,' public managed behavioral health industry. Currently, Arizona uses a small set of indicators to
monitor its regional MCOs. These include:

(I) Active to Open Client Ratio (Standard = z 90%)
This ratio provides a comparison of active substance abuse/general mental heMth clients
(those who have received at least one service in the past 120 days) to ail substance
abuse/general mental health clients enrolled in the system, tt provides useful in_%_-u-mtionto

BHS/A.DHS regarding time lags in provider billing, intake and discharge processes which,
in mm, reflects RBHA emphasis on mana_._ug client rosters..As such, it is largely a system
process, rather than an outcome, measure. ·

.o

(2) Ethnic Representation (Standard = > 100%)
Tn.is ratio pro54des in_%rmation on the proportion ofservi. 'ca dollars (e._endimres) by etl-,,uic
_oup versus the proportion of et_h_nic_oups in the population (Census data).

(3) :Referral to Intake Within 7 D-_vs(Standard => 90%)
This ratio provides inz%rmation on access and rapidity of car_=.

(4) Defensive Interval (Standard = >30 days)

Me,'ares an MCO's/_rovider's ability,to stu_-_noperarJonsshouldail incoming f,tmdscede.
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i_ (5) Financial Viability Ratio (Standard -' 1.0)Measures current assets against current liabilities

Arizona TOPPS I was the f_st state initiative to develop baselines for patient outcomes. Entering
the field data collection phase in July 1998 through July 1999, TOFFS Iwill provide tmprecedented
baselines on the long-term outcomes ofcare in various modalities.

m

2. Standardized Assessment Instrument/Clinical MIS Features

Measurement of patient outcome implies the need for a standardized assessment tool. Since
1992, a consistent focus of tho BHS Medical Director's Office has been the design and validation
of the Arizona Level of Functioning Assessment (ALFA). The ALFA was developed as a clinical
risk management tool for Arizona's managed care treatment delivery system. The ALFA utilizes

both DSlVIdiagnosis and an assessment of patient functional level to'predict the intemity and/or type
of suoport services clients require. For example, patients with a combination of dia_gnosis and

cr .eD.mctional level indicating inte_ive service needs are =eneralIy una.ole to access services themselves

and frequently require both case management and a more supportive treatment environment (e.g.
reside/_fial or in-home setting, rather than outpatient or clinic).

Six functional domains are currently measured in the ALFA: (1) Family/Living Situation:

(2) Interpersonal Relations; (.3)Self Care/Basic Needs; (4) Subs{anceUse; (5) Medical/Physical; anti

Role Performance. Completion of the ALFA on aH adults and children in the Ar/zona behavioral

health system at intake, every six months and at discharge has been aBHS/ADHS requirement since
January 1997. ALFA outcomes are currently maintained by the BHS Medical Director's Office,
with analyses performed by the BHS Bureau of Quality Assurance and Managed Care.

As operationalizedin the TOPPS I, the ALFA Substance Abuse Outcome Version allows for

prospect{ye assessment of client outcomes at three points in time post-discharge using simple
measurements of patient prog-ressin each functional domain. These measures will be compared to

in/fiat severity at intake to determine which type of clients perform better in which treatment settings
as well as issues surrounding offsets in health care, c_q_minalju.s'dce and other, arenas relating to
substance abuse treatment. AH data in TOPPS I are self-report

3. 1VflSSystem Car)abilities

Over the past four ye=s, BHS has made _eat progress in developing the system capacities
needed to support statistical activities. As an outgrowth of these efforts, the current system peru-fits
collection, analysis, and reporting ozdam wmcn are used for systems management, policy aeclmo_.
evaluation, pe_onnance assessment, and'research in the State. 2'ne 'information g¢srem requirements
of BHS and its regional MCOs are quite advanced due to the combination of Title ._ clakms
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requirements, a capitatedreimburse structure,the need forinte_ation across fivedi_%rence regional

:.]( MCOs and the need for an interface between multiple database. The following databases comprise
the BHS MIS system:

(I) ]Electronic Claims Processing
Cliams processing and service authorization support, including intake information on
treatment patients.

(2) Client Information System
Mainted by BI-IS to monitor services delivered to patients. CIS is a decision support system
containing data extracted from the claims system, including assessment, intake, service

autorizafion and claims details. Specific fields include: dates of intake, dates of service,
provider site, discharge date, demographic information (residence, income, family size,

special population including pre znant women and injection drug users, dual diamaosis, etc.),
services authorized (type, units).

(3) MCO Information Systems
Maintained by MCOs to facilitiate management and u'nlization review _5.mctions,including
contract management, provider network and third party colle:tion activities.

(4) BI-:ISInformation Systems
Internal databases that track consumer satisfaction from the annual consumer survey, quality

7
!_ management data from the community audit protocol and quality management data from the
":"_ case .file review audit. Currently, the ALFA is maintained as an internal database.

The primary point of contact for patients entering the system is the Claims Processing
Database. In this system, providers enter intake and eligibility information in order to receive a
service authorization and receive renumerafion for services. Intakes must be entered within seven

days of first service. Each client intake record, which serces as the link between all BHS data
systems, contains a unique patient-identifying ID.

4. Arizona TOPPS It Stnteflnter-State Aooroach

Arizona TOPPS II proposes a set of three performance and outcome smd/es coordinated
through an umbrella consensus panel. Each study is des/ged to r<oport the development and
refinement of performance and outcome measures to be incorporat_ into the state MIS, using a
mixture ofboth intem-ated data systems and field study samples. These studies are desi?_ed to meet
CSAT's goals and objectives for TOPPS II: to support inter-State consensus based decision making
regarding the development of sr_dard/zed g-OD treanment peffomance and outcome measures.
Arizona's rese_ch interest is shaped by r_hefotloMng project questions:

!

?ao_ I0 BureauofSubstnnc._Abuse/ BHS/ ADHS ArizonaTOPPSII



./ State Azmroach
-_., _

(1) l:fow can management information systems or performance and outcome monitoring
systems be developed to addi-ess treatment outcomes and peformance issues?
Arizona proposes to develop a set of a_eed-upon indicators for measuring treatment

performance (both systemic and outcome) through a consensus panel process involving
representatives of BHS, re_onal MCOs and substance abuse providers. In addition to
developing parameters and specific measures (numerators and denominators), the panel will

separately considerthe choice of indicators relevant to v_ed modelsof care, par'dcularly
detoxification se.vices versus structured treatment, as well as the dif_reing needs of
culturally diverse populations. Measures developed by the panel will be used to modify the
TOPPS I patient outcome survey for a two-year follow-up interview of the long-term effects
of treatment

(2) Vi-hat are the outcomes of different treatment modalities on the substance abuse client
-' population to be measured? ·

The Arizona TOFPS I project is a prospective study of 1,200treatment clients interviewed

at three points in time post-treatment discharge. Analyses'were _eci.fical!y desired to
address level and intensity of care across four areas: outpatient, intensive oumatient, short-

term residential, long-term residential. In TOPPS H, A_-izona proposes a two-year follow-up
interview with the same patient sample to ascertain the long-term effects of structured

{ treatment and matching data back to the level.of care of the TOPPS I study. VaJidafion of

· self-reported data will be conducted througn review of the BHS MIS (retaose) and an
Integrative Study of other state data systems (chminal justice, emergency room, ho_itai
admissions, TAN'F, pregnant women in Medicaid health plans).

(3) What special procedures are necessary to evaluate ,'ulnerable populations as they
proceed from intake to follow-up?
EXecisionsupport for the consensus panel process includes a special study of the BHS MIS

system. Of particular interest will be measures capable of addressing SAPT Block Grant and
qualirh_of care standards forpregnant women, women with children and inject/on drug users.
Once an indicator is selected, data for numerators and denominators Mil be culled on a

quarterly' basis and "nonned" over the course of the three-yeT TOPPS II pi:oject.
Comparisons of Arizona data against data from other TOPPS I! states will provide an
invaluable opportunity to benchmark and consider issues of excpectations for the outcomes
Of Care.

Inter-State Aooroach

(t) Can similar outcome measures be used regardless of the mechanism by which State
fund substance abuse services?

As a participant in the national Steering Committee, Arizona hopes to benchmark its data
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[ against the experiences of'other states. Questions which naturally fallout of such an initiative
']i"'.' include those su.rrounding di_%rences that may result from fimding and entitlement status,

public, legislative and state AOD agency expectations around how muchprogress should be
reflected in an indicator, as well as issues surrounding regional variations. Arizona intends

to participate as a full member of the committee, including coordination of the inter-state
desig, n features with those proposed for state-level implementation in TOPPS II.

5. Particioatorv Process

The TOPPS II consensus panel builds off activities initiated under TOPPS I tOprovide input
into data analysis and study design from representatives of the regional MCOs and treatment

providers. In TOPPS I, a spe'cial advisory grouo Was convened through the Quality of Care
Committee of the Arizona Association of Behavioral Health Providers. Membership was expanded
to include a selection of substance abuse treatment facilities not currently members of the
Association. TOPPS I staffmeet quarterly with the advisory group to provide uodates and examine
data collection issues.

For TOPPS II, Arizona proposes to use the same advisory goup as'a core team for the

consefis panel. Membership on the consemus panel will be 5arther exoanded to include a variety of
providers of substance abuse treatment services. Consideration witI be _ven to involvement of
representatives ofotherpublic systems impacted by substance abuse to idenfi_ measures az)propriate

( to their expected outcomes. For example, a representative of the child welfare systemmay be invited

'[i'[_- to discuss potential indicators for measurement of family reunification as a treatment outcome.

Internal coordination on issues of quality of care, .ALFA outcomes and MIS .modifications

will occur through inclusion of appropriate staff on the consensus panel. As detailed in the
Management Plan, the BHS Medical Director's Office, BHS Bureau of Managed Care and Quality
Assurance and the MiS Liaison Mil be standing members of the consensus panel.

Le'tters of coordination/support from the re_onal MCOs and substance abuse treatment

providers are included as Appendix 4.

6. Target Pm)utafionfrareet Servic_

The target population for the Arizona TOPP S II project are adults receiving drug and alcohol
abuse treatment services as of Au:m_st1, 1998 (e.g. field launch date for the TOPPS I sample). No
exclusionary criteria have been established for the project, al.thou*__hcertain studies (M.ISStudy and
Integrative Data System Study) will explore the full continuum of care in a more comprehensive
fashion. Primarily, TOPPS I focused on outcomes following a su-uc,tured course of care and,
therefore, did not include cds{s services, metha'done maintenace or detox.ificadon. These levels Mll
also not be included in the TOPPS II Two-Year Follow-Up Smd7. However, special indicators M!l

be discussed in the consensus process and refined ti_ough both the MIS and Integrative Studies to
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address ali modalitfes' provided in Arizona A special feature of interest is the provision of
" 9

Traditional Healer services to members or the _ I recognized Native American tribes within ._2-izona.

Case-mix adju_e_mentswill be applied in ali data analysis in order to compare differing
outcomes among different populations. The following adjustments viii be conducted:i

(1) Patient characteristics, including age, gender, entitlement status/Title XIX, race/ethnicity
(2) Level of Care and Treatment Modality, including methadone, detox_ification, outpatient,

intensive outpatient, residential
(3) .Region

(4) Special Population $tatux, including individuals with co-occurring disorders, premaant
women, women with children and injection drug users. (CtS intake).

(5) ALFA Severity atIntaite, including ctin/cians' scores for the six ALFA 5mcffonai domains

The following table details the characteristics of substance abuse patients who received pr/mary
treatment and detoxification services (e.g. non-crisis) du_,-ing1996-97.

... Z4 ....

......... ?....... . . .... ........... . ...

Mate Female

1844 2,_62 1,225

25-44 t1,465 5,595

45-54 2,386 761

65+ 200. 69

Age/Gender I6,713 7,650 I

Totals , "-:J-·")_ill_
'.;_-:_:'_":_';'.-':_'i.:t-':_::_%'_:?-:_"_?:'."::':' '::-?)f-:'i?-_.Z"_.-"":!>2:': ':..,' ' ":¢:?:_"-':::-_'_;*_"'_:_::-''; ¥_'!' -:.:.-.v'.-..,-:-_.%:..:.-: -.-_::.v-:-.:t

I °' I " t14,837 >,6o._ I,_0 / i i2 1,80__

'>....::'?"":"--:":"'":-_::!_-:?::'-:..:..?...,:,....,....-_-"'-..........,'"':.,.,.-...........:--'--:'..so_.,_'"'-'"'..........c_a;..,_5:::::'.....-----.,.:'.'':i:i!::[i!.',',:i:7:1..:::7i":-:.'"''"
M:edicaid 1i% :Pre.ant 1.5%

Private 3% Dep'endent I3%
Insurance Child

__

7_
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C. Project Design and Analysis Pl:_n

1. Proiect Design.

Arizona TOPPS II proposes a set of three interrelated studies caoal_le of producing indicators
and both normative and baseline data for substance abuse treatment services. Indicators developed
in the course of the project inclt/de both system performance measures and patient outcome measures
with dif-r_ring processes for ensuring the quality and validity of the data. The studies will be refined
and continously monitored through an in-state consensus panel process, as well as participation in
the inter-state steering committee established through the TOPPS II Cooperative A_eement.
Individual study approaches are as follows: .

2. Consensus Panel Process

BHS _511convene a _anel of staff andrepresentatives of the five re_onal MCOs, as well as

treatment providers representing the mix of modalhies ava/lable in Arizona (ou'mafient, intensive
outpatient, residential, detoxification and methadone). The panel will be chaired by the TOPPS t!

.._ Project Director and include other members of the TOPPS II research team. A facilitator will lead
:'..._ all discussions and assist in achieving _ouo consensus. Meeting management, ongoing literature

review and coordination of monthly, communications to the panel (rn_nutes of past meetings,
abstracts on relevant literature, data mining and trending reports) will be managed by Hi~Tech Inc.

The panel will meet monthly in Year 1 and quarterly thereafter for facilhated discussions
surrounding the appropriateness and utility of various measures of system performance and treatrnent
outcome. Normative data (numerators/denominators) drawn from the BHS MIS system will be

provided for discussion and trend analysis by the Rural Health Office. Trending will continue for the
duration of the TOPPS H project, al/owing for comparisons to literature and benchmar_zdngwith
other states, as well as detection of regional differences in performance and treatment outcome.

As a member of NASADAD, Arizona is a participant in the national review of suggested

performance measures developed by the NASADAD data _OUO and proposed for inclusion in
TOPPS H. Capability. to measure the NASADAD set as well as many of the .Arizona recomended
indicators currently exists inthe BHS MIS system or were developed for field application in the
TOPPS I prospective study and related research initiatives, such as the CSAT Needs Assessment.
Numerators/denominators for other indicators will be addressed in the three TOPPS II studies. These
me,utes will form the bas{s for discussion in the consensus panel.

3. _FiSStudy

¢
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The TOPPS H research team will conduct data m{uing activities of existing. B HS information

!' systems Io provide decision support data for the consensus panel process. This study wiI1focus on
system performance measures and "norming" data over time, and includes a speciaI focus on

measurements sensitive to the requirements of the SA.PTBlock Grant for pre,ant/parenting women
and injection drug users. As requirements of the Block Grant are defined in federal starutue, the

consensus panel will specifically c6nsider the following indicators, in addition to others they select:

· System Performance: How quickly do patients/clients access the system?
What is the retention rate (LOS)?

· SAPTBioc_ Grant.' Pregnant/parenting women, IDU's access/interim treatment

· .g_fFA Functional Change: Arizona's intake assessment insu,.nnent '

· Average cost by modality: Service value by level of care

· Ouafity: Richness of array ('Number and types of scow'icesdelivered)

· . Penetration rate: Number ofoersons treated ('BHSMISJ
# who need and want treatment (CSAT Needs Assessment)

S Case-mix adjustments, as described in section B, will be aoplied to ali MiS data.

'-J_J Planning and Develooment Phase

Du_r/ngYear 1,/viis taoes Mil be obta/ned and preliminary baseline data culled for panel
review on a monthly basis. The outcome will be recommendations and/or other issues that M/1 be
further elaborated upon in steering committees,.as des/red by the consensus panel.

Imolementation Phase'

Dui'/ng Year 2, the normative data will be _'endedquarterly and modifications to the selected
indicators by consensus of the national stee.qmgcommittee and the consensus panel. Based on these
outcomes, modifications to the TOPPS I instnm_ent that address system performance and new client
outcome baseline wilt be developed.

Analvsis and Dissemination Phase

Following re,Mewof Year 2 M_S data, a report will be prepared for the conse_us panel,
includin_ recommendations'_%r _flS system/field modifications.w

4. Integrated _HS/Survev VeHfic.',tionStudy

· r- o _ - 1 o

The _znpor*mnceorv_ma ,tingc.lent self-report with objective me,utes is obvious. A good
evaluation plan of mea_-mentoutcomes necessitates the use of independent measures that can
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(_ validate subject self-report. Such independent measures can be obtained through state agencies., which collect information on the population that BHS serves.

The Integrated MIS Study serves two purposes in the TOPPS H design. First, it acts as a

verification method for patients included in the TOPPS I survey and targeted for the two-year
TOPPS II follow-up. The study is aimed at determining the level of under-reporting of sentinel
events, including cfiminai'involvemenk relapse, and'emergency room ut_l{7_ffon,and identifies the

ALFA domains within which events seriously jeopardize treatment success. Second, the study
allows for an improved understanding ofpotentiai cost-oft%ets in c,'irn[naIjustice, health care and

· other social services through the provision of substance abuse treatment services.

To validate client self-report, the major guiding factor in selecting objective measures is the

availability of such measures within the state system. Irt addition, these measures also need to be

pertinent to'the treatment outcomes to be assessed. The TOPPS I .instrument assesses outcome in
six domains, based on the ALFA. Several sources of data will be targeted for developing an

integrated database needed to accomplish th_s task. Arizona proposes to utilize the following
dom'_ns for self-report validation: criminal, BH.S utilization, hospital and emergency room medical'

care. Depending uvon resources and time required to complete these datasets, use of public
assistance (TANF) and Medicaid services (AHCCCS) may also be added to the study.

Data Type I Data Source I OutcomelCost-Offset Indicators.-

_.'zJ Health Services 2. Len_mthof stay (days)
3. Number of admissions

'Emergency room data Arizona Department of 1. Number of medical episodes
Health Services '2 Numoer o, substance abuse-related

crisis episodes

Treatment utilization Behavioral Health Services 1. Len._ or stay (days)
data (CIS/EDS) 2. Type ofse,wicesFLeveI of care

3. Patient characteffstics

Crime data Selected Sheriff's 1. Number of days incarcerated

departmen.ts 2. Number of arrests

I ...... 3. Typesofcr:_nes

TANF Department ofEconomic l. Parfidpation rate
SecuriW
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· I

1Vfedica/dutilization AHCCCS health plan 1-.Number of pregnant women
·'. database screened

2. Number of pregnant women
referred for treatment & received it

Planning and Imr)lementafion Phase

Du_r/ngYear 1, appropriate agency contacts will be conducted to obtain hospital discharge,
emergency room and criminal justice data. Cleaning and review of BHS treatment utilization data
Mil proceed for the MIS study. In order to provide apre/post treatment outcome survey verification
function, databases must be secured for two points in time: ._asetine Year: I997-1998, the year
prior to the field launch of the TOPPS I survey (July I998); and Comparixon Irear: 1998-1999, the
year during which the TOPPS I survey is in the field.

In order to develop the integrated database, ari algorithm will be developed to accurately
match ci_ent identifiers. Althou_ client names may be available in most of the databases, other
characteristics will have to be matched to _e false positives. This could include county
information, portions of social security numbers, date of bir'da, ethnlcity, and gender. The most
complete set of client characteristics will be available throu_ the BHS data system and, for the
subset of patients whose data will be verified, the demo_apkic information collected in the TOPPS
I survey. Depending on the dataset, the de_ee of concurrence will be determined as the decision
cr/teria for accepting a match. A further facilitating factor is the fact that BHS data has information

"'j_ regarding the client's participation with other a_bencies,including DES and Corrections.-

The following snows the types of information that can be used for matching across databases.

Database Matching information

Hospital and Emergency room Social security number or Ins',_ance certificate number
databases' Gender

Date of Birda

Residence (address, zip code, county)
' Name

Crimedatabase Name
Social secmSty number
Residence (address, county)
Dare of Birth

.
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BHS CtS/EDS Social security nurn.bet
(' -. " Gender

Date of Birth

Residence (address, zip code, county)
Name
AHCCCS ID

TANF mudAHCCCS Name
Social Security Number
Gender
Address

Potential Challenges to the Research Desitin

Data inaccuracy: Data obtained throua2 the various agencies will reflect the .di_%rencesin the data

collecdon mode as well as the completeness of the in.r%rmationgathered. In some cases, data may
be entered following a visual inspection, resulting, for instance, in ettmiciry being incorrectly
deterr_ined. Names may not be taken if the individuals presented with an emergency, or were unable

or unwilling to furnish any information. To minimize such e=ors, the decision criteria to accept a
match Mil weight some demographic characteristics more heavily than others. For example, date
of birth and gender may be less subject to such errors than .etbniciry.

Missing data The agency may not provide sufficient data so that a match can be made. To ensure
fullparticipation of the agencies involved, all agencies to be targeted will be asked for a commitment
to facilitate the process. A certificate of con_dentiatiu will be obtained to ensure that client

confidentiality is protected. In addition, the benefits of the study will be impressed upon them (the
agencies), showing the need for accurate datato determine treatment outcomes for clients who could
be costly to' the agencies otherwise.

L

Inabili_w to establish nosifive outcomes unequivocally: It may be assumed that if individuals do

not aopear in any of the flies'provided by the _encies, then they did not cycle through those
agencies, thus conferffng "good" treatment outcomes. However, such an assumption is bas.edon at
least two other assumptions: that the clients are still residents of Ar:_ona and did not interact with
out-of-state agencie_ (e*.=.,ho_itais,_ poi/cs departments, beha,,Sora/health agencies), and that ail
potential matches were accurately determined. As a checking procedure, those individuals followed
up who reported haying had interactions w/th any of the abovemenfioned agencies MI1 be checked
against the objective data. Absence of corroborating evidence MII be ,fizrtherassessed to determine.
ifrkis constitutes a major challenge to utilizing agency data to v_idate client soil-report.

Analvsis

A matched analysis using suitable correlations for binary,outcomes will be conducted first
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"( between self-report and indicator data for each of the domains listed earlier using dummy variables.
·:" For example, for the hospitalization variable, a mention by the client that s/he was hospitalized will

be coded 1, and a match in the hospital discharge variable w/thin the same time frame will also be
coded as I. The correlation coefficient will provide an estimate of the measure ofa_eement between
self-report and independent data from databases. Next, to determine whether there are d[scern/ble
paths that BHS clients take, the types of interactions .(hospital, emergency room or criminal justice
involvement) can be described using limited time sequence information. With sufi_cient time

sequence information, the probability of various paths (e.g., cycling through emergency rooms, or
criminal justice system, .etc.) taken following treatment can be determined. The probability of each
outcome can be estimated based on a binomial logistic regression model. The impact ofcovariates
such as past treatment history, existence of dual diagnosis, and past psychiatric status on the

predictability of particular destinations (e.g., emergency room, orjait, ormore drug abuse treatment)
w/lI also be assessed. The path will provide probabilities for each stage or combination of stages.

At the conclusion of this study, an estimate of the degree of cone.urrencebetween client self-

report and agency data will be produced. In addition, the various paths that clients may take
£ollowing treatment will also be described, with data.showing cost-offset as a consequence of

· treatment.

4. Two-Year TOPPS Patient Outcome Survey
(
."f"-.'_ This component of the study will allow us to gather outcome measures form our or/g/ual

TOPPS I sample atthe second year post discharge. (For details on the TOPPS I research design and
instrumentation, see Appendix 5: Data Collection Lnstnnuents/interveiw Protocols)

Issues offollow-up are partic_arly difficuh w/th a dye.amic'treatment population. Providers

with particularly large homeless and tr_r_sientclientele will be monitored by special!llytrained BRC
interviewers _o ensure collection of ail possible follow-up and recontact information. Use of subject
incentives for each data collection point W/ll assist in subject compliance.

Planning and Develot)ment Phase
Modifications to the TOPP$ I instnrment will be based on consensus panel deliberations and

findings from the MIS study. The sampling plan requires a folIow-uo for 1,200 patients originally
included in the TOPPS i study and reflective of the statew/de treitrnent censns by age, gender,

race/ethn_city and pro m'amsize. As data collection for the TOPPS I field study winds down during
early 1999, the TOPPS II team will utilize this opportunity to recontact patients to encourage their
continued participation in the study and to thank them for theirpast involvement. Preparations for
OMI3 Clearance Mil occur near the end of the year.

Imr)lementntion Phase

During Year 2, the modified survey ins_,-mnent will be CA_ programmed and ail changes

( [_. to data collection,, disposition and follow-up forms completed. The field portion will begin we will
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collect outcome data at the second year post discharge from our TOPPS ! sample. The final data

: analysis plan, deveIoped in concert with the consensus panel, will address the same major analyses
detailed in the TOPPS I data analysis protocol. Self-reported outcomes will be assessed in terms of
their validity throu_h the Integrative Database Study.

The final analysis plan wilt include descriptive and multivariate analyses. Specific analyses include:

(a) l:[epresentafiven ess. The sample will be compared to client admissions data from thc most
recent fiscal year to ensure representativeness for the modalitics under investigation.

(b) Population characteristics. General descriptive characteristics include gender, age,
ethniciry, dmJalcohol use, completed/not-completed and Medicaid eIi_bles.

(c) Patient Outcomes. Displayed as amean level change from intake to discharge to 6months/9
months post-discharge for treatment completers and non-complcters. Discrete variables will
be assessed using percent change. Items of interest include: income and employment,
education, recent arrests, continued drug use, current housing situation, length of stay in
treatment, etc.).

(d) Predictors. Repeated measures analysis of variance and lo_stic regression will include
treatment morality, lengzh of stay, and geographic residence as categorical predictors

. (independent predictors). Lo_sfic regression techniques will be used to identi,_, by primary
client characteristics, level of care, geo_aphic area and additional intake variables where

practical, what predicts good treatment outcome for the entire treated population.
(e) lq.e_onal Differences. When possible given fi.ual sample size and mar__Jnof error,

( categorical predictors will be assessed using the products ofmodality x residence and length

::_.-_ of stay x residence will indicate whether the relationship between program outcome and
treatment modality, and leng_ of stay diff_r by reg-ion.

5. Analysis and Dissemination of TOPPS II Data

Analysis plans for integration of performance and outcome measures for the three TOPPS
IIstudies,will be developed in concert with the consensus panel. Althougha variety ofinternal

reports from NffS data will be generated for consensus panel review, formal reports will occur on
an annual basis and reflect CSAT reporting guidelines: t5 months, 28 months and 36 months

following award. The final report will contain a list of indicators Mth appropriate numerators,
denominators and algorithms, for integration within BHS NIlS systems.

D. iVlanagement Plan, St_ffing, Project Organization and Resources

1. TOPPS II: Overall Organization

The Arizona Treatment Outcomes and Performance Pilot Studies Enhancement (TOPPS H)
Study is a project of the Bureau of Substance Abuse, Division of Behavioral Health Services,

_'_- Arizona DeparUnent of Health Services. The ADHS is the Single State Agency Kecipient of the
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Substance Abuse Prevention and Treatment Block Grants. Within ADHS, thc Division ofB ehavioral

HcaIuh Services provides leadership, policy guidance and aSministrativc functions for the publicly-
' funded mental health system, including drug and alcohol treatment. Within BHS, the Bureau of

Substance Abuse is one of three population-specific program offices with specific expertise in drug
and alcohol treatment progamming. TOPPS I and II Project Director Christina Dye is a full-time

employee of the BSA.

2.' TOPPS II Management Structure / Project Feasibility

For TOPPS II, the Bureau of Substance Abuse proposes the same personnel and management
structure which was successfully implemented during TOPPS I and is leading to the success of that

project.

+ Subcontracts/Project Management. Christina Dye, Project Director, holds direct

responsibility for project oversig]at and all subcontracting relationships, including those
internal to ADHS (personnel, budget, facilities, procurement, etc) and those external (CSAT
reporting).

+ - Operations Management. Thomas Pyrm, of HI-TECH International is responsible for all
day-to-day operational activities, with a particular emphasis on coordinating workflow to
meet protocot/CSAT timeframes and att quality assurance activities. Mr. Pynn holds pr/mary
responsibility'for development of data analysis plans, as well as conduct of data analysis for

!. _p the two-year patient follow-uo study. Mr. Pyrm is directly supervi'sed by Ms. Dye.

· D ara Management Primary responsibility for all MIS dam functions lies with Jenny Chong,
Ph.D. of the Rural Health Ofzflce, University of Arizona. Dr. Chong reports directly to Ms.

Dye. Survey data management control lies with Behavior Research Center.

· Data Analysis/Reporting. As in TOPPS t, data analysis and report development falls into

the purview of the TOPPS II Study Team, which wor!cs cotlaboratively to produce the best
possible data product

+ Rep orrDissemination/Marketing. In her role as TOPPS II Project Director, Ms. Dye holds
primary responsibility for marketing and dissemination. In this capacity, Ms. Dye works in
a support role to the Assistant Director for BHS, the BHS Management Team, and the
Regional MCO Directors in developing practical products and tools for in.proving the
service system and advocating for new resources.

3. Management Methods / Project Feasibility.

cecn_n,tcm oro_ocolsThe Project Director uses a vm-ieryof methods to assure adherence to hhe.... . *

and compliance with CSAT and ADHS objectives.
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+ Personnel. Chief among these is recruitment and retention of key project personnel by
( providing multiple opportunities for training, presenting and other avenues of professional

g-rowth. Publication of results is also encouraged.

, Team Approach. By direct involvement of project persormel in c_cial decision-making for

the family of studies (e.g. TOPPS It Study Team), the Project Director cultivates ownership
and commitment to the technical work.

Performance Standards. Subcontracts developed for the individual studies (e.g. MIS
Studies, Patient Outcome Study) contain specific performance measures to ensure that final

data can support accurate prevalence es*dmation. These include standards for contacts,
refusals, completion rates and ongoing progess reporting to the Project Manager.

+ Consultants. Consultants are used in a kighly-focused fashion. Ra_er than issuing a
subcontracting for genera/work, a technical statement of work is developed for each
procurement work order w/th specific tasks and deliverables. Although this ar)proach
requires more paper, it allows consultant work to be managed carefully to stay on target,
while conserving project resources.

+ Deliverables. Payments to subcontractors and consultants are based on specified
deliverables, such as the annual workplan or a technical protocol. In addition, deliverables
are designed to serve as stems reports or key milestone reports that can be easily rolled up[

\-,.,j into an annual reoort or special project re, ort without requiring development of additional
'----_ reports. This focuses work on meeting specific milestone product objectives.

3. Key _'ersonneI

TOPPSII StudyTe.qm "

The Arizona Treaknent Outcomes and Performance Pilot Smd/es Enhancement (TOPPS it)
study is pleased to propose the same basic Smd), Te=_anthat comprised the TOPPS t. Based on two
years' experience in co.nduc*d_ngthe'family of research stud/es in Arizona, the TOPPS H Study Team
offers continued pursuit of excellence in the conduct of studies and teamwork relationships forged
over the course ofTOPPS I. (See AppendLx 6: TOPPS H Study Team and Project Organization
Charts)

The Study Team is comprised pr/marJ_tyof the Project Direcrgr, Project Manager, and R.HO
MIS S_dy Director. Given the elevated de_ee ofr'_afis*dcalmodeling to be aoplied in TOPPS II, a
biostatistician ,Mi/serve as technical consultant to the Team. As needed, other research sra_ffand

consultants are tapped hq_roughproject-specific subcontracm and work orders to provide necessary
expertise. Under the guidance and directiori of the TOPPS I! Project Director, the Te__anis
responsible for the uniformity, consistency and technicJ exce!ienc.=of all smd/es, with a su'ong
focus on intonation of disparate data and applications in plarming, policy r%rmulation and reso_ce

allocations. Specific are_ for to-am focus include: development of srar.dardized operational
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defmitions, conducting interpretative analysis of each study findings and, in particular, how studies
. and findings are integrated and interwoven to provide whole population descriptions and models for

substance abuse treatment outcomes performance measures in Arizona. In addition, the Team
addresses selection of statistical methods for data analysis, establishing statistical standards for data
collection and integrity of the data, and providing oversight for the overall coordination of all
members of the TOPPS II "family."

?OPPS .II Proiect Director: Christina Dye (.30FTE)
Primary responsibility for the overall direction and coordination of lies with Christina Dye,

Director of the Bureau-of Substance Abuse, BHS/ADHS. Ms. Dye was a senior technical proposal
author for TOPPS I and has continued her rote in preparing this proposal. For her work in the recent
Arizona Needs Assessment project (AzNAS I ), Ms. Dye was appointed a Visiting Scientist to
Harvard University, National Technical Center for Substance Abuse Needs Assessment, in 1996. She
is one of two Visiting Scientists so designated in the CSAT program's six-year history.

Ms. Dye provides project oversightto ensure that conduct of the studies meets CSAT's and

ADHS' needs and objectives in terms of data applications in planning, budgeting, advocacy and
resource allocations. Ms. Dye holds chief responsibility for adequate assurances and mechanisms
to ensure the confidentiality of all MIS studies involving patient-identifying information, as well as

field study protocols and informed consents. Ms. Dye is also responsible for all subcontracting
relations_ps for TOPPS H, as well as reporting to CSAT. Finally, Ms. Dye brings more than 17

years experience in substance abuse publishing and health education to the task of creating policy
·'il products and TOPPS II reports that clearly articulate the dimension of substance abuse problems in
_- our state and uses of needs assessment data in addressing those problems. Thus, in TOPPS II, Ms.

Dye will continue her leadership as coordinator of the four studies ofwkich the study is comprised,
as well as expanding linkages with Tribal communities and statewide mental health advocacy
_oups, such as the Regional MCO directors and the Association of Behavioral Health Providers.

.TOPPS I1 MIS Study Director: Jenny Chona, Ph.D. (.40FTE)
Dr., Chong holds primary responsibility for data management and ensuring the statistical

quality and _tegrity of the MIS studies proposed under TOPPS II. Dr. Chong's particular focus for
TOPPS It is the conduct of the Inte_ative MIS Studies, for wh/ch she is project P.I. In this capacity,
Dr. Chong will provide population numerators and denominators for indicators, expert opinion on
feasibility of data needs, assess the indicators for special populations, Ensure linkages between
instrument and MIS/integ-rative Databases studies, Dr. Chong is responsible for data analysis, data

inte_ation and reports to meet the needs of the TOPPS !I workp!an and the Project D_eetor.

Dr. Chong is currently Research Assistant Professor, Departmem of Family and Community
Medicine, University of Arizona. She-has carried out rese_ch at the Depar'enent of Psychology and
the Deparnnent of Cormn_ty Medicine at the University. of A_-izonasince 1990, including ser¢ing
as Principal Investigator for the CSAT funded State Demand and Needs Assessment Pro g_m, now
in its fourth year. In this capacity she holds primary responsibility, z%rdevelopment of hbo AzNAS
Social Indicator Database, and brings more than three years' experience in processing large stare

Page 23 Bureau of Substance Abuse / BHS / ADHS Arizona TOPPS II



"( agency databases, including criminal justice, hosptial discharge and death certificates, for
· ' associations with drug and alcohol use. She has published numerous articles on substance abuse

treatment, homelessness and substance abuse, and has been involved in many studies of Amer/can
Indians.

TOPPS Field Study Manger Joset)h Oseroff (1.0 FTE)

Mr. Oseroff currently manages the TOPPS I field study as a full-time BHS employee. His
responsibilities include coordination of all study operations, interviewer training and subject contact

protocols, provider recruitment and retention and assisting Ms.Dye in marketing of TOPPS findings.
Mr. Oseroff: under the guidance of Ms. Dye, is respo_ible for assuring all adequate subject.
protections and informed consent procedures for patients in the prospective field study. Mr.
Oseroffs rote in the proposed TOPPS II project includes operational management of the twÜ-year
prospective field study and expert input into the consensus panel and other studies.

TOPPS 1'IEDP Liaison Nancy MuSette (.15FTE)

Ms. Majette is offered as an in-kind match to the TOPPS II to provide technical oversight of
the development of-the MIS Studies. Ms. Maje_e currently serves as EDP Liaison for Behavioral
Health Services. In this capacity she is pionee,Sng state agency applications of GIS for performance
monitoring of managed behavioral health care. Ms. Maje_e will serve as technical liaison for the
TOPPS II Study Team in obtaining necessary datafiles from the Client Information System, as well
as preparation of final documentation manuals surrounding indicators and their algorithms.

f
.._ 4. Subcontractors

I-II-TECH International

HI-TECH INTERNATIONAL, ]2N'C.wasfounded in t 983 to provide in.r%rmafiontechnology
and _rain_g services to government and private industry. Initially, HI-TECH provided automated

system design and software applications mining for cl/ents in fields rangSng' from
telecommunications to biomedical research. Since then, the company has adapted its technical
exr_ertise 'wh/le expanding services to meet the rapidly _owing needs in the health and human
services arena, including Arizona TOPPS I.

Evaluationis becoming more important for policy makers andpractitioners in social services,
education and training, and for professionals in virtually every institutional se_ing, from schools to
community _ass-roots organizations. The public is demanding more accountability and value for
its tax dollars. H!-TECH conducts policy analyses and pro,am evaluations for several clients,
including the National Institute on Drug Abuse. Staff are versed in a large repertoire of social
service research methods and techniques, both qualitative and quantitative.

TOPPS II Corrmrate Monitor: HI-TECH International: Simon Hotlidav I'.40FTE)
Simon HolHday MI1 serve as Corporate Monitor for this smdv, meeting monthly wSth the

Project Director and other staffto ensure quality,and provide corporateresources asneeded to ensure

( ;_ that the project is completed on time mudwith_inbudget. In this role, he holds primary responsibility.
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for administration of the consensus panel process, including recruitment of thc facilimxor. Mr..{
Holliday has a B.S. in Psychology from Sioux Falls College, and graduate studies in public
administration at the University of Maryland and George Washin_on Uniyersity. He served as
Chief, Mental Health, Alcohol and Addiction Services for the District of Columbia from 1979-1982,
and was Chief of the Office of Health Planning and Development from 1982-1991.

TOPPS II Proieef Manaeer: Thomas Pynn (.80 FTE)
As Project Manager, Mr. Pyrm will develop the literature review and compile information

on all projects. He will prepare pariel notes and mailings, and supervise the facilitation of the
consensus panel. For the MIS Study, he will review indicators and the methods used to carry out the
MIS Study. For the MIS/Survey Verification Study, he will help design the matching criteria,
coordinate and finalize the analysis plan, develop and coordinate the annual and final reports, and
present and discuss findings with the consensus panel. Finally, for the Two Year Patient Outcome
Survey, Mr Pynn is responsible for modifications to the instmment_ arevised data analysis plan, the .
data analysis and final reports.

Mr. Pynn has carried out research in substance abuse since 1978, as Director of the National
Drug ahd Alcoholism Treatment Utilization Survey (NDATUS) from 1979-1985. During those same
years, he directed the State Alcoholism Profile Information System (SAPIS), and provided research
analyst services to a study of drinking and smoking implemented by the General Electric
Corporation. In 1983-1985, he implemented a series of youth, surveys for the New York State

i Division of Alcoholism. From I982-1986 he was Senior Scientist on the HCFA Alcoholism

:._ ._, Services Demonstration project.

As Senior Consultant to the Department of State in 1989-I994, Mr. Pynn provided
workshops and supported conferences in drug abuse prevention, treatment and public-awareness
prog-ramming to Argentina, Bolivia, Colombia, Chile, Ecuador, Guatemala, Jamaica, Mexico,
Pakistan, Panama, Peru, and Venezuela. As Director of the Division of Applied Behavioral Sciences
in 1992-1995, Mr. Pynn monitored and participated in the Technical Assistance Services to
Communities project for CS_AP, the Teen Drinking Prevention Program in cig_Jotcities across the
USA, the 1994 Campaign against dinking and drugged driving sponsored.by NHTSA and CS_AP,
and the Urban Youth Campaign. He has dkected the HI-TECH International portion of the Arizona
TOPPS study since I997.

TOPPS It Biostafisfical Consultxrit: Jeffrey Wilson. Ph.D. (.20FTE'I
A new addition to the TOPPS ii Study Team, Dr. Jel_ey Wilson is a senior bios+.aistician

at the Arizona State University School of Health Administration and Policy and Professor of

Statistics for the ASU Department of Economics. With specialized expertise in statistical modeling,
sample design and sample weighting, and logistic recession, Dr. Wilson will serve as a per project
consukant to the TOPPS It Team in developing models and analyses that support intonation and
inte_retation of data developed duiing the study. Laparticular, Dr. Wilson provides authofi_ _d
expertise in selection of statistical methods and corm-oiling for the many sources of bias that emerge

_-- in modeling. In this capacity, he will assist in providing population parameters for indicators from
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BHS data, develop algorithms for the MIS Study and the Integrated MIS/Sureey Vefffication Study,
_'( provide sampling strategies for the processing of tapes, present findings to the consensus panel, assist

in drafting of annual and final reports, and the development ofsample design and weighting methods
for the Two-Year Patient Outcome Survey.

TOPPS II Senior Analvst: HI-TECH Internafiona]: Bonnie B..Wilford (.20FTE)
Bonnie B.Wilford will be a Senior Analyst on the project. She will review all products to

ensure quality, including the analysis plan, training materials, and draft reports. As support to the
Project Manager, Ms. Wilford will conduct and compile Iiteramre reviews and address technical and
feasibilityissues as required.

Ms. Wilford has an extensive and distinguished back_ound in the alcohol and drug abuse
field as a progam director, educator, and policy analyst. In addition, she has more than 10 years
of experience in the management of sophisticated, multiagency programs. Ms. Wilford's project
management experience includes 10 years as Director of the AMA Department of Substance Abuse
and a 3-year rotation as Director of the American Medical Association (AMA) Division of Clinical

Science, during which she had overall administrative responsibiliv for planning, budgets, staffing,
and performance of four operating departments. For 8 years, she also provided smffsuoport to AMA
advisory committees and the AMA Council on Scientific Afzlirs. In addition, she has se_ed on
numerous Federal advisory committees and study commissions.

2. Behavior Research Center
(

'_' BRC served'as the primary subcontractor for conducting the CSAT-fimded Arizona
Substance _Abuse Needs Assessment Telephone Household Survey.of more than 8,600 adults in
Arizona. In this capacity, the agency delivered 1,000 more completed interviews than designated in
its subcontract with ADHS, achieved a statewide refusal conversion rate of t5%, and completed
interviews with 66% (statewide) of eligible households contacted. As primary subcontractor for the
TOPPS II Study, BRC will replicate its data collection rote in TOPPS t, including responsibility for
recruitment, supervision and training of interviewers, respondent inte.w/ewL.ng,respondent database

management, andpreliminary data cleaning and coding. Overall, BRC will responsible for ensuring
a high response rate for the Two-Year Patient Outcome Survey sarnple.

Bruce Hernandez. Proiect Director (.05FTE3
Responsible for overall execution of the TOPPS II Two-Year Follow-UP Study In accordance

with technical standards and procedures established in uhe research protocol, including internal
procedures, '.nnplementation oft he quality assurance/monitoring plmn,site study management and
preparation of survey pro_ess reports. Mr. Hemmadez will also assist in development of the
interviewer training module and coordinate preparations for interviewer training, including

· · r- 4

rec_imaent of staff and suoervzsmn oz the Field Manager.

Carol Dries. Sr. Proiec_ Manaeer (.10FTE3

.__ Directly supervises and schedules operational activities of the field team (Field Director),
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data coding team (Coding Superwisor) and computer team (Data Processing Manager) in executing
_( the TOPPS II protocol per technical and timeframe specifications.

Field Director.(..04 FTE_
Reports to the Project Manager; responsible for maintaining coordination and oversight and

meeting study timeframes for ail aspects of interviewing for telephone and face-to-face interviews.
Directly supervises Assistant Field Director in scheduling and supervision of 10 interviewers.

Data Processin_* Manager (.03FTE)

Reports to the Project Manager. Responsible for coordination and scheduling of name/phone
matches, data extracts for progress reports, as well as prelin_.ary cleaning of final data base.

Specifically responsible for maintaining the "look-up" file that matches completed interviews with
non-respondents. Supervises quality of data entry staff.

Coding Sunervisor (0.02FTE)

Reports to the Project Manager. Resr)onsible for coordination andscheduling ora/1 data entry
and coding staff, as well as prelim_nary cleaning of final data base. :.

3. Rural Health Office/'University of Arizona ..

Jenny Chon_, Ph.D.. IV[ISStudy Director (.40 FI'E)

Coordinates the RI-tO Team and support sm.fi'to ensure that RI-IOcontract deliverables are
submitted and to ensure overall accomplishment of objectives of the TOPPS II Study.

R.l=IO--Research Soecialis_ Senior (1.5 FTE_

Desig-ns and implements data match algorithms for the Integrative Study per the
specifications of the MIS Study Director and the biostafistical consuhant. This time-consuming task
includes responsibility for trouble-shooting matches, assisting in the design ofalgor/thmic Iogic and
programming and processing of VAX data fLles.

3. RI-!O Research Coordinator (.25 FTE'_

ResponSible for the acquisition and preparing of pertinent data sets to be used in the MIS
Studies, including cleaning, streamlining and specialized coding of large data sets.

The roles of all staff, together with estimated labor hours allocated by task are presented at
the end of this document in Appendix 6.

LITERATURE CITATIONS

1.A Guide to Performance Improvement in Behavioral Health Ca-e OrganiT_tions (Omkbrook
Terrace, IL: JCAHCO, 1996).

Page27 BureauofSubstanceAbuseI BHS/ ADHS ArizonaTOPPSII



T

2.Perrin, E.B. and KosheI, f.J., eds. Assessment of Performance Measures for Public Health,
( Substance Abuse, and Mental Health, National Research Council, National Academy Press,

Washin_on, D.C.: 1997.

3. Am_s, H.M.; Sldar, S.M.; Moser, A.E. Gender in'relation to relapse crisis situations, coping, and
outcome among treated alcoholics. Addictive Behaviors: An International Journal, 23(1):127-131,
I998.

4. Copeland, J. Qualitative stUdy of barriers to formal treatment among women who self-managed
change in addictive behaviours. Journal of Substance Abuse Treatment, 14(2): 183-I90, I997.

5. AX'tan,G.B. Evolution of a substance abuse prevention program with inncr city African-American
families Drugs and Society, 12(1/2)-39-52, 1998.

6. Plange, N.K. Social and behavioral issues related to drinking patterns. In: M. Grant and J. Lit'va.k,
Eds.,DrL,nkPng Patterns and Their Consequences, Washin_on, DC: Taylor and Francis, 1998.305
p. (pp.89-1o2).

{. ._ 7. Zane, N.; Aoki, B.; Ho, T.; Huang, L.; Jan_%_M. Dosage-related changes in a cutturally-re_'onsive
'-_.._ prevention pro.am for Asian American youth. Drugs and Society, 12(t/2): 105-125, 1998.

Page 28 Bureau of Sabstanc: Abuse / BHS / ADHS Arizona TOPPS II



A TTACHMENT III

(



Kenneth Min_kofx%M.D.

Dr. Mi.n_kof-fis the Director of Ln_terf Psvc_a_/c u_d Addichlon Ser,,ices for Azbouz
, ?-r ., ,4"'_]!-te_lfnSystem,MedicalDir_tar.ofChoatenealm M_ .-_mSement,and He._],._Director

orA.rbo_--_u/ler_iospi_-_=]-He isa ooard-zer_'/eapsycma_._ wzu%cer_ncam'of

acidition_?zalLZicatiorusinAdclicbionPsyci_iah-Dz,mudisana_onal!y]c_o-_expe_.-ton
dualcliagnosisanclk-the=_z'_Sono[men_l he=!tAand ra_osb!ncedisorderservices. !_.ie
has authoredand ediL--dnumerousworks,Lnduding"DualDiagnosisofSe._ous
]vie_nrta/Illness_Ilo2 Cul_nce D_-sordar'','w,-:ucnhe" . '"_=2·'' .o-_az___withRo_ .__i=D_ =.._,M.D.

n _ _ASe.wicesPublicM--_._agedCareDr.)gimkoffisalsoChairof*dueCanterfor_.fen:_%l*i_ _-

IniSafives P_.ne!onCo-o_.c'_-ziugPsyci._a_candSubstanceDiserden,am=--.mberoFtile

boarcIofthe;__e_._c_n.___odmfionofCon-_,.mityPsychia_.s_,tlneDualDizgm_osis

Cozn_i_'_ae of A__C-Y, and is a past member of the .-*-PA Conunit+.z__on the _o._ffcally

lvie_uta!IyII1.He is_-tex-p_'i_nc-:_- Fryclnia_caim_zish,_tork'_ou_a_e.u[and inpa_ent
se._En§s,and has8ev_ope_ consi6erible_'_e-'_Xsek-_dev_opingpublicand p_vata

marmged care systems. Wi_k Daviri PoHadc, M.U., he is co-editor of Mana__ed .Mental
He_tfn Care 'in tie Public Sector - A SurcR_! Manual. published ir, 1997. Areas of

consu!ta_onexTe___seir_dude:ps'/clnia_ic_nd addJcffonin+._=g._-Z_Eon,managed care

sys_e__msctevezopme__r_quali_maua§e-men_-,pny.._-_.,m na=_.meh..,con_ac_,-t§ and
reimburse--me.utu'_b_i._tionmana§em__n_andleveL_ofcareassessmem,t hosoi_]
at_rna_.'v_s for men_-.! health, and su'_s_-,_nceabuse.

.



i .._. : °

N'a.m-_:. '<__..._. b2.C_off

-' Ad&--_s: I2/tEk-'sonDjv:

Aczoa,M_. 01720
Home T_!=phone: (50g)263-gg95

M=_HLngAdi_ss: Chozm H.._!d_Sy_=_._,Inc.
o_3Wzn-=n Avc,,_uc
Wob_,"a M_C 01g0I

(617) 93.3-5700
FAX:_' ( 51_ 933-9!19
E Mai!: '.,Q,,_-NT.iOV _..AOL.Com

DareofBktk: D_---mb_.26,194g

Plac= ofBir_: Brooklyn,.NY

ED_CA_ON

Seo:. 1964.- Jun: [9d_ Ha-¢_.-dCog_._ Cambfi_¢, MJ.
/-_3. b_ -._C,-_nLa,_d¢-Phy_¢_- j,_.¢ !96g

Scot.196g -J,ua¢ 1969 P'__.-_n{U_v_i_, Ca.-,'abr.:dg__,M_-'. .

(.._j. C-_,- Schoolo_.__,-=_a $a,=c=

Se_c '1969 -D=c. 1972 Us.iv,c'siV ofP_-,,wl;_.nia,P_ig,_ebhi_v_,-- -. -.o

S&ool of M_.J;c;,n¢
M.D.-D_-be: !972

P OSTDOCTORA L TR.A.tNgiNG

J'm_.1973 - .ru.n: I973 C-r---_,,=..am_.Ho_im!-Uni¥:_.--q_-ofPenn_%,4v-_iz

Julyi973 -Dec. I973 UnN_w ofSmDi=goCo,u.n_,
S_ Dido, CA
Ps'/c_z_-¢T.n,zm..s_,Jo

July1973-J,_.s!976 U_,Jv,."::lV of_om;a,_Saa,D.__...;*S-
D_m._--_ ofP_c_znV
PsycbJ_wlcR__id_cv

C -l:_



1976 M=___.chus_._Lie=se_ -9497

!996 _=;_cLic.._c_ 014352

.__mcS.cmnBo___ofPr_ciniz_'Z¢z_4Ne'arolog_

J_y 1995 C..._cr_.ofAdd?dona!Q_h_cado_:
Ad_cdonP_cbJz_'f

AC_DE,w_C APPO_T._gEbT$

!976-1993 C_;=-J_!tn_rancork_?rfc:-;=_f
CambridgeHo_.i_ D_.n_ ofPrfc_f

1994-Fzes_at C_;=;___-4rA_=_-__nt__z_f-_sorofPrfchim_'-f
-CambridgePio__{_D__,un=tofP_c_b_z
F._-,-_d M_._Jca!School

_OSPTT4L APP OI'NVTX_-hT$

1976- C-___bddzeHomoim!

1978 - I984 C_nn-_l!-ieso{ra!

Co._--'_ Sm_.fin ?_h;--?/

1980- 1984 Sam_4!h .'=.osoi_

!984- 1990 Cke-__1=-Sy_m_H_,.__!thS_¢1c_.!nc.
C_¢fofPr?_;_W

19g5 - !992 _fc_--oooiimnS'_ Ho_-o_m!

Co_-v-fS_i_. ?STC'fr_m, -' '

!990- ChoateH_ Sys-_.__%inc.
Ci_cfofP_'/c3J'a_;(1990-!995)

l990- V_mch_ Hcsoi'_

1990 - S?m= Ho_i-mi_£_-2_C_z:r a: S?'2,_._=)
Ci_JofPr/-_;,_Hz_--f(1990-!994)

_ i992- Sa{nuMcmod_ Ho_i_Co'_'zc_/S_ino-..=:_.':__.



I!OSPTT-_L co? , ,_W'V'TT'TE.V-S

!984 - 1990 Choae-Sy_ncsMcCad E×cc?d¥_Co_.___._u_

-. 1990 - C_oac Hea!_l*&Systc-m::inc.
C_dcnO..!s Co_.s_.ir,.,--.

Q ,=uzlkyA__sm-_nc_Comr_2_c=
U 7'miz_-tio:R¢vicw Commi_=

_M_F._ __$ A-"FD?RO_--gSSTON.kL$ocTgTTES

197g AHA AD HOC Comm{_-"onthc'
Ch.,-o_c Moritz! Pzdcn_

1983- .Cwouofor_e A__v=_uc_.-m_,zofP_c?Jzu-'y
Comm;=_ onP_ '_c-.izWand TmcCom.,'a-_j_
Ca,m.mi_c=C._hzir_,-,_(1996-1993)

19_4 - M_szch_=_ p_ych/zmcSoci--..'y
Com,-_Xc__ofPr/cgzaicU-_;tD_:=ors(19la!994)

19g4- _-__cdCa_PS'/c}__{mL-{c.A__C-C:_On
Co_.,__miu_onCi__m__;¢Mcnml!y!Ii(1989-!99!;1993-!996)

1989 - .___cj_-_.a_.__sociz_onofCom_mu_J.-2'?sychia_:-_.

( _i BoadofDk--_'---_o_(1990-)
"-..aJ

·t989-1992 .A_mcr{_--_aAssocia_onofOanc_ Ho_im!Psyc_zu_s_:

l992 - __.mcri_.a.-tssocD.zJdonofPs-yc_'._..___

Du_dD_oJs Com_x--_(!993 -)

1993-I994 ._--_..c.'i'_.-n'? " - :_';L-iosoF_!__.._oc.--o_-

' Scion forPryc_z,_'zyad Subs'mnc=Abra, Gov.__-___ngCO.mC:.!

1995-1997 .A....m__._.,-_-nColt_j¢ofPrycMzu'Ss"_

1996- Subsma_Dbord_:Ad_i_oC;Co,uzc-_Nadona!Co'_.cilof

Com.,'a'_.iVM_ Hmtt.'_.C::'.[.-r_._

!996- C!ini_..tAd'_or/Com.wJ_,
ivf.__._ci:..','_:_Bahzvior"=!K:_:-i Pnr_-_----b-;_



· ' _ItO_rCSSTO.NAL K:-PE__a-''-t,<C-_-

D:y Tr _'''_' -_: Csacc
( _nmera'lh_M._at'q:e:lrh Clinic

Desc-r:-pdom: Wor!&ng rjY_.,kc DL.-e:ror of Day Cea:w, mn
occupafiormlth_'zpir_, I v,m r_'pom,._Ie for

v_i_fort!ct_:m_and el-,ve=s-'_--._

·June 197_ - April I984 Tide: C_c D_.-z_._or
_ome.'w_l!e ]Vfent:l H__Ith Clinic

Desc_pdom .i:unc'Jon-_zs _e CI_._cal aud Arim_; ._-_=_v¢Dk_,r_-_-_.or
of:lz._--mmm_rymcam!h_-.tmciimc-(_.fwyr_,_
s_v{ngadu!,_md chi!dr_inzwod,<ing-clzs_cky.

tt_]oon._6[c for c'.kui_--_t' l_e:sl_p, '_o ._'_-?..

_d rap_;_or_ucmon?-!.=mmzmgement,.pro__---,.._m
eva!radon, and wor'._ wi-d,, fac com..m_umi_Bc_._
o fDk_-_zz_,or--

M.zy 1984 - fu.u= 1990 Tide: .Chiefof Pr?;,_/au-y
Chn_e-Svmm, _ _Ith Se.'-Hc_. !nc.

(
"' .D_scr:,'..pfon: R__--_coon__'hi_:%r..=m2mzgemencend coor_Jiuado_,of

psy -cruz.-,,-znd z_dic_on hnz_ent un_k,.e-m.erg,ney
s:r-_ic=--s,_d_cdon &y _=a._._r, c=_=',dra.donand
ibisom, ad outo_enc ser,'ic,_, as wee as
cbordi-_oa wi'_ o_e r pr;.v_:: _,-,,4'oublic provide:-s
in mrclm-.,..e',_ m_

Jm:e1990-Des I995 T;de: Ghicfof?s;c'niz_cSe:-,'[css
' Cho_-ta.F,_Rh,$_zerns.!nc.

Desc-pdom Dk_-_:_ _diei__!_.---<ic-='.ma_d_c= pry=_r__._..c
hob{mi, R._spo__._ol: for m=_%cmen: and.
coo_'T_oa ofc._ici':J_,-,-dcmud -_on ;_.n.-o_[u_;_:,
R_pl:' S_.Ac=-s, Ps-/ci'jz_c Day tr_m,._-n%
E.-..e:-g.mcySe.'-,'-_'s, Addd_ien Day Tr_..._sn_
coor_mdoa mf [l=;--o_r'-,_d oumzrie-',.*.._e..-_c._;a.s
v/ell_ coor4_,-:nazio'-uMr_,:ocher Odv:::andp_[ic
p_vWen ;= cmzcb_en_.2z:s.

3



'_R_$_O_q_)L ZXPERIE_CE co=w&

i_.-.!996 - Tide: Mc_r-_.a!Diz_.c.:or
C_- Inr._rT,--tedBeh'wior2l C_re

Description: Com_.many-'_ddeM_-f_Jca!Dire:mr of a .',=--.dona!
oubiir-J.ofiw'_'=,__x._ 'usvc..km4 a._o,-, -,___ag_-
_.._-_or,.'_-t_'orovid=s-yr_,_P_-oo_bi¢foro'_:-'_

_ty c-,:_z,mnc.:mc-nr,r,andm,-da,cl{,_{caj*lpoHc{esand
D_CgjI.._.._ ¢, m-,.d_--aLn;_,_._g;recr',_.__c-arandsu-_._,er,is{on
of !5-20.k,fefjca!Dk-=._om;_d cor,m_mdortm

R_or,_ Dk_-ors andPro_m Dire,om in. ov_ 20

im:adc-,_tmd oucaS:a: pm__--___=_and/or provide r
r



' __kJO-,_PPgbW,N': _̂TiOb:$I3,_s- !-c_-<',

Overi00pr=--,.__zmdo_onDuzlDia_c_ ofMenm!U;__-__zzadSubsmac_DL_ordc,p[_vado_
om_ touicsinciud;%=:

-'P___ox_ m/r_;=;_5R_d=z=_o/r-_Sc_ou?:_
·B_and Dcm__dr_o:in_k_on"
."Young__kduhCnzon{c?z_i_s"

."AF_ty A___i_T_;_g Prof_-_on_toWork_{-_Fa_iH_ofPcoui¢wkhSchizoo_-_;=-
,"H=[pLn_F_.m;Hcsof_ M_.um!ll_yiii"

Nf.AfOR PRES35V'fATIONS19,931

3_nua-/1995 DuzlDb__osis
St P=_.__-b__.FA

F=bruzW 1995 Dna!D{m__osi_
Cor. r_mfV blem!thLD__:_
Wor-,_._, .Mi.

Febm=.'3'I995 Dua!Dh_6f_
A.mcricznA._oc:mdonofCo?reunify?syc_zm's_
Pgu_m-s4NC

F_5,r'ca..,"/1995 Duz!Di___osh

( Low=:&Mi.

Pcbraac/!995 D'u_!D'm_.._'_
P.M-__JDPHConf-._cz
A.ndov_,M__

iv[__cb.1995 P,_licSKor ,.Mm-.,-=g_C_.--a
Whim pts_b%l_f

March !9'95 Du_l_sLs

Mzrch!995 D,t.aiD_o__u
M_"'owe_ He-_o--JC=.n_er
.Na_ck, MA

N¢=--_ch!995 D,uaiDia_os_
LosA.ngd-_ ComuGNE-.'../SA
LosAmg¢!_.CA

Nf._-ck!995 Dual Dm_o.cb
NorfkEssex,..M_,miH_-aqduCii_c

..',,farch1995 DualD;-m_of_sM=.._zracMsa___C}ubho_aCz--;l'ion
Nor&bom, ,.M__



t I

Aorii 1995 Du_ Di-=_csls
D.M.f__Homa!_s T_-m
Boston, M_&

· _£-:y I995 Dual D'm__._os.:s
M_.fic!d Sm,-:Hosoi_°

Y_zy'1995 DualIM__ofis
Am.u_CarcHosp[-_
LTn-_ tvfA

iviayt995 Dual!Mm__csLs
Addl_n Ciib_ Ho_i:_
Oiouc.-_=, M._.

_y !995 DualD/m_?of_s
Norrhc_szFm'_JlyIns.dm[=
V_.'-r:mont

MzyoQ....
Cho_.mConf_n_
B_._._..on,Vcrm.on_.

_t/_y!995 DualDiz__os:m
A_P___Conf-_-:nc:
_,=.mmA=;YL

";._.. func1995 Du__tD{z__es{s
L_?SRS Conf_-=nc=

June!995 Dual _z_osh
D._fnYDPH Co_f_nc:
Andov_, _.

l_v 1995' Du_ Diz_._ofis
C__,c C_d'D_¥_H.

Au=_ I995 b__u_=_C_.'=Sy_cm Con_m.%n

Au_m_: _995 DualDi%_of,_

S_ptcmbcr!cgf Du_!DL_cs's
Vctc__..sNz._e_.z[Co_c.;:nc:

Sz_.D{_o, CA

Scp_'ubcc I995 P'abEcS_--mr_.nzgcdCaz_-

(f,,_: Vsmiant



! !

Oc_obc:].995 D,.m.ID'-.m_.,o_b
.M_!f--d%_'Wo£_.;=o_(C',,-_;.-)
_In_cd'ruz_fo_PsychScr-dc:s
Bczom.Ma

-(
OC_ob_1995 ?uGHcS_--;o_M_n?.ycdC>r_

_-_TadzyWo_',-.op(Co-chzL.-)
!_ forPs-/chScs-_dcas
Boron, NL&

Oc_ob_1995 it._sidcncyT_-ming_vduhSPN_.q
l'n_:"dn_cfarPsyckS_vic=s
Boston,]vi&

Oc_ob_ 1995 Duz!gizmo,s
Riv,._d_C_

October1aa-..., _ DualDi-_.__osis_d Fzm/iy/Cans'am=r/P_o¼d=CoHzbam:ion.
¥,..-zm.on_A_X,I!

._'ovcmb¢._!995 Du_!Diagnosis
Mea--o_ D_ Diz_os's Tas'.<Forc=
ivf2zlboro'_.k_-

Novc._ber_t995 Du_!Di-=___esb
P_zkRi_.Eosoi_

'_'--' i'_ovcmbcr1995 DualDia_.es-ls
T-_,_nnc._sc:-Hos'o{ml.____oc."=de_
Nm_.'_-vil!_,ii'N

Dec:rober 1995 Dualgi a_exb

N'o_h_,=,xon,.M__.
t

Dec_mber1995 Duz!D'-_s:,_

Riv_si'._CA



:d, o

PU3LTCATIONS: O_GTNgL_KEPORTS

l. .M;nkoffK..,B_m-n E.,B_k A_,_d B_k IL_.7o?-.!_-._mcs_%D_r--.ssioo.andAu_._o_cd.
Suicide." ,-' - ' _'"'-_mez_co_Jour;_l o7P_rCm_,7, I_32,0(4:453, J.p_l I973.

2. Hotding T. andM;_:off.K. "Pa._,__cidcandthe M_._vauz!Cyck." Jo-,_,,l of?:yc%so_..ic
R__saarch,!7065'), De':2.'mb_ !973. --

3. Mo .sonI.md "E tosiveP- o.: -!inVzS u_dtotieE_--.,_dveCbnd
Syn&o,-ne."Comprghg_-_gP_&ictry,1..__(343),1975.

_... Goldh_%_. S, Corm S., andM.L_o-: IC 'An Obs_lv__omu_swe Ne_o,..'-'';' Pa_enr L:',.
CrE4C' F/erre._.Jo,.a'r.al ofMe£Tci=e,]27., 120-!22, I977.

5. Sam R. and _¥F_,%koff_ ?amdox_ LaPro__'-_mm;"____forChronicP_enrair.aCom.__;_.,
C iinic." Pfo.w;x=farm'Co_',.rn_.?/Pryc_.ia.,'ry,30 (9), 613-617, 1979.

6. MJnkoffi<__adS_"ntL_Pm-_ox=Fac.._byRzzid..mmBeb.gT.z_tm:linth_P_fcho_oc-l_

l--re=-nnen_ofP-'opic wid_.Chronic Scb;__eohr_Ha.'f-fo_iz_ _.,zi Co_..-:_,i_ P=u_d'3arry,
19g5.

7. M__koff K. 'R_m'anc:ofM-_?_ Heal:&Prof_ion_sm Wor!_.__ _&. the Ci,zo_]c
Mcnm.I!yII!."_'_, ' ,.: , ' _ _ ;a'_,_4h&..,.,i,-,?/o_y-E_asa,_ 5-20,!9t7.D_re_.,omfor :V-_'z=....... "

8. MimkoffK."BavondDc'--,,-dmdovr;_i__-don:A N=w ir2mlo_yz%rd_e_-_.r_ -_ ·
_o._'ofr_ ._.,HCommunity_P?chiatry,)_.8.(9), 945-950, !997.

9. Tra_erC.,_'_m-kaffK.,H___an *" a-._dHoom I." - ',_., . S_pa,_eaWor.'cA-",.r_-novzdve
A,ppra_kto_c VocationalR.:l_foi;-;_-danofP-_:zo___a ar:Pryc_*_cz!qyDiazbl_..."
Re,:mbifirarionP_'ych6lo_Th 27-36,Sp6_gI98g.

· .

10. MZn.koff-K_ "Dev,:toomen*.of a.n.._,----.:,---__'-_:*_.M_'d'I--.. far -&eT:mmenr of Pz.:ien.:s_,itk Duz!
D'tz_,_-o_sof Psychosis and Addison." Hos:2ir___dCom,_...,,-2C_P_c.;:.ic,_y4..q(! 0), 1031-
!036, Oc_o'o_!989.

I t. Bauc-.._F_, Bat'.am.w.S.,__f___ms_, .M._.-,,'J_'kN., P-_._-m-aC., _d MimkoffK. _.
imptcmeatanon Is_-aes in kd62c-op_5Da;, Tr_t" _i_ir_.,' cr.d h:_,,;rh S_:d:_

X_mi ;zff.r_'o.fion,_ (3), 427-4'.39,FMi1989.
-- .

I2. F_.ulkner L., Cede':.D., i<L-'ok.,'tD., rz.cmr P,., Ooidf.m___---:S.:Oold.._.._nC., La.mb H.R.,
-Lcfiev H_, 1'-_<ir&off_; Sca_._ q, Shot--.N., md -- ,_--_. _ "·. ' _. l_..._ .-_ _.. 5aic R._sid_cy

C,,.z.?.:c'_umConc"m.;_.g '._,eChron;c=lly Mzz-_-_y IiL" _- -;,---........ ,:.._ ...... Joumd qr PZ_c.::.ic_?/,,n-
t.--,').(i0), !323-1327, Oc:ebe: 1989.

13. R_ D_-k% P. McT.2uchI{n B. Fs.Dr_¢:,K.._,fj__<off. "P_ D;a*nn_;_ o_f'_{--=iorNic.-.r2.j rn,.,,-.:
- .. ,!

andSubs-m_.nc2Di_rdz.-o AmOve.w_.c',,.)&-x,Dirz_crlorx_r._,;_--';_.'_,.;r_c,,-..:-,_ r.....
,'"%_ __as.s., 5{)_.3-!3,199!.

.1'1 _ o o14. K. Mi,_t-off. fro==-_ Com.:e.n_ts of a Com,_r'-':_._dveLnr_-_f_-_zedCa-_ Svr,:m r2_rSe_-a_
I _"M,' _" _t"ft -- -:V=._,,r....or.'2ork_._:_in=,-,,aSar:iczs.Mer..=.z[IyE, Pz.ucnrsv,xukSubs-_:nc:D_ord_-'.-s--."' "' ' ' ' . .....

Yass:y-g2.ss, _ !_3-27,!99i. '



Suc=_ m aCo_-uoiV ir'_-u_ Bso?-mforSubr_c_A_b_-.'· _:

./!_2;_criom%_i(2),155-!'g7, I99Z

?'-- 15. !C_koff_,"Dcvalo_:nzoraTr'_ C-'id_-z%rPrycbiz_.cR_id_ ia_: Psyckosoc{a!

Trea___e__tofP_pia wifuLong-ieee-_cn'_!!ll_s."Im'.ovaffor.r & Rcsa_cT__j__](3),
31-34,Sum_= 199o__

!7. H.LR._L.re_mb,S.Gold-_nge:, D. C-rc..._dd_,* .%,Smko_.,I. N.'_,_-'za,I. Sclwzb,3.T_boq .--_
'r_-_-_L.Bac_ck "Emvo.r:mgScr4c_s.."or?:_o_ _'_. C_oMc M--.x_'H?_ Und=
Nzdona!H_--qthCareR--'for-_Y_iL_fzH_ Com_?:'-_iry2_c_ia._3,_),545-546,fua_-
t995.

1g. I<.ivSnkog_'!n____.tioa_t_'_]_forP¢0o1¢wkh Dual P_a_.osis."ir.movcgior_
Rasg_'ch,2 (4),ti-!7,1993.

I9. K- Mimkoff. "Community M_. H¢_ ia th¢ N'_J_: Public S_,:or Ma_nc_Zed
Care."C_m_,.m_Q,/t,f_._/_%=._Jou/v-_M,30(4),317-32!,A_.?__?_1994.

20. K_ M_ko_ "Mc<ia!sforAddicJon/r_.._._-'-.ntLuPmfcha:.2_cPoo_aions."£r_c;_i=._ic
_r.r=z/x,24 (g),-.._--.._l0 _1-',,AnU,__ 1994.

}_EVrF. W:

I. K_ M_off,.

"k MaD of_¢ Chronic Nicn_P_cnt" Lq-'_k forc_ Raporroft]:.__X_nc=r, P_fc=z_:c
....-._" .___ociz_ionAd_'oc Con_/rr__'on_;'_C__-onicM_-zaf? ariznc Wzsi¥.n=_..omDC: A_me.--icaa

Psychiz__ic J _.ssoc:_=don, t I-__7, t 97g.

i. _. Mimkoff. "'fr_'ffug -,.heD,ml!y Diag_uasa:iin PsvcSJzu'-,cS¢_gs" in N. S. Mi!lo__-
(ed). 2'rcafimg Co--_jr_ .P_7_".ic._'fc crf _ '_'_"' Pf_orHa_: /..Prac.ffcsf Q,.,.:_.b,

Cenmzciry, ivY: H-_zald-_ E._c_on_ ,.¥fa.'.ezi_s,t 994.

2. K_ Nfinkoff."DualDiz__o_ inSc_2ouslyandP=s[sandyM=u!ty II!l-_dividuak:An
!ntag_=zeR_Aps_--ozc.k" in i V_o _.__dO.Ci'_-_ (eds).?rm:,_,-:g-Pr?ch!v_v'yin_7-_

1..o.Comm,-'=f_f_W_iningog DC: ._.-..6fi__n?ryc_a_ic P_, Inc., 22I-O__3, oQ-

3. K .bfimkoff,S. Somff. "Dual_es'b - SejousMm.u'_[i!ne.__d Subs-,=.-zc=Able: Orz
Pe..-son,Two M_or Proble_m_%OneApprcach"in.S.M. Scruff(e.d)._..-<_oo._79r _h-_
l"-Fg-_fmg._Joff_¢Sa'folly_Yzr_cffy...:mSc-.=._-.....Ho_cfc_& Hubc,3i5-323,1996.

K-,.x,fimkoff_,"Imco-arianofAddic:ioaa_d?s;'d-j_--cT.-_" inN. S _i!!e..- (ed).71';-=
Prrnc:_lg m: Pracncz of-C6/frffo_-_in ?C;c/=-_._/.c'_;_=/,.:_,';- .._°].-...,l_aI996.

5. If..M;_.ko_ 'R_:_-'"-,_ ofN.,f._ H_--!E_.?ef_sie_'_..z-k_oWc.-V;n_';d-_ P=_ia wi;.'nSedou.s

_- Men_ !!!n__s"in r_.S?._Jo[,C. C-a___e,_z-d,X,-f...I<ecki_(¢{st..Pr;c:_._i_;=.;;_ _o.--._,--x_Socim'
( _ I.._..t_.far?svcEau-::c'-';-' .....· As_a-_aof?_c_ia_ic OLsa_,f!C4Boszon:-_' ' x-naotli_znon.3' _ '-'-'.) ."r-P--. _,

'-_ 1997.



'? : ' 6. "_.,..N_ __,-_o:? "PublicSc:mrM_.=g2--dCm.=_d Com.--.-,_ty,Mca_I{ca!_!_oioD-"m K_
iv[Lnko_nED. Pot]z-ok(:5.alMa_fod ),fe._d he_ Care_ theF"aSlicSa:or:A Sm-,,b,,a;
Ma_v-,.uaL3m_-_r,4_m'_w_'oodAczdc'___;cP'_lh'a:_,13-24,!997.

7. B McFa_,q2nd,F_.M2vJ<o_"73'l_qon _f=_.=_e=_Panr iv_K_.,VJ.n._koffandD.Pollzck

(e_s). Mar_qgedMm_Ltd_--.-_rhC_a L'_t_z2.'-,bficSa=or: J..Sm-_._alM_,/zaLA--_erdz.m:
H_.-*oodAcademicl%b;Iishc_,15I-157,1997.

g. K. l',_.koff_,"Inte2_-ationofAddic'dena.udPy/c_z:--icS_c._' i_K_Mi_koffandD.
Po'.Jack(eis)..AX.av_.-gad3(e.,lral_%al.r_Care in rhz__ub!fcS_or: A S_wfvd .t4'ar:,.._f.
A_rns-_rdam:l_im'woodAcadcz_cPu'o!ish¢_,'___3-246,1997.

9. A. Ba_er, _ _v_mkoff,M- Shor=."lleaeazch:Sy_._c__o_--_.m._andCl_-v_J;_mnLevel
M"_..zsurcs._ in IC .M2.__koff_d P. Pollack(ads).Mo._s-_dM,--dafEed& Cm-_,ir.r,%?_tfc
Sec:or: .4.S,,7-'.,ivatj4'ar,.ual.A_-msr_d--zr'_l'z-z-_''woodAr_-____cPnbi'mh.-.c=,309-320, 1997.

10. A-Ta.smzn,lC __ao__'q'_;ngi_u_ iv.PubicS_-'orM-,,.-g_ M_ H_-!_C=_e"in
K. M2mkoff_d D. Pollack(ads).Ma._g_-dM_ncafh%afrkC_ L'_rk_Fublfc ..._Eecror:A
Survival M=nud. Ams'_-dm._ F_,-;,'oodA_demic_.'b[Lshc'_,32!-330, 1997.

 00KS-:

!. C-rouoforthcAdv_n_cn_ ofP_yci-_:z-f,Co_m{t_ onPy/cbjaW_.ndTheCom_,nunLw.
f=miiy tffab': .4 C=.;d_for ;rofe_,'xior--2sF/orFL,:.g',,/f&g',, ;/:._ o7'rh_ Chro?w.a!!y

('._ Ma,-ztaEyJLr.G32. P..cpor_._119, N-f! B,-_,z-m-2=-M_-z.I,1987.

2. K. Minko_ R..E. Dr-Z<:(cd.s).D,'"--._Dia?.osiz of a_rio,--,+.k;_a',-,.--.t Eln,.essa.,,_ Substance
DL¢ordar.Sa_.Fr"",:,..nc{s_o:lo_ay-2a-_, 199!,

3. C'rouo fi_r the Ad_.n_menr ofPr_c'-iz?/, Gom_-_ee.on ,'"r;c',...z>_._%'aaa '&eCom_.m_,uni_._
(K_M.Ln.kafi, ChaL'_..v._n).A _.esid_erx'sGuideto Yr.eat,-,'.._:sof Peofie wr?hC.g_onic:tdenta!
fIl_zss.G._2 tLeoor_= ' ' . ....=1_o, W_N_ov. DC: A-'he,can P_fc'._a,_,cPr=zs, _e_-.

i

4. K. Miv_ko ..P. Po clc ? .aiicSac:or C,=e:
M'aw',,,zaL.Am%_d._-m:I-{az--,,_'ood.*-.czde.-,;cPub'd__-:%i997.



L ° ' '2.'.. - -- r- :'
-- o,_,o ...

· o

--.: . -.

°.'.%
'*t

zeth _TVfinkoff,M_D.. -.
.°

.z__-_l&.,-I_O_'S "· "- ",.

°... °

i.'_.tre Su'¢=: 2! Wm_r=.&v_ue

_o_ M-& 02!-02 Wobz,_ M.& 0lg01 .'-..' ..... .-'- ...

-Present I98_!_0 (dase_fduetoba_._?aoccy) !'""''',''''''_....· *% . - o' .

_arau_mkEo_i_ 'qvinch__-_-_'Eo_i'_

_t4'_*-_01752 _¢,nch__%.M_%01gg0 ''

i990_r_ -.....,...: .. - '...
( .- .;:

W_?_=__onS¢_t FZosuk._Dw,_e '.'.: ' .
:on.,Nf__&.02!62 Lowe.__'_M'_.01854 ..... ::,:..7' . ,..-..
·Presen_ 199l-P-=_._t '- .....-"--:- --

._. ; -- .:_ ° j--

bscocBayM_ic_._ _C._¢..'_'__ _._i¢ord-_ '_,_e Eosu_-_ --.-- ,.
n_,_CoveDrive I4Pro¢o_S_._z:_ .",. -'

,.-po__ 04.856 .,_%_ M_. 01757 ':.:';":'-:i:-_ --
-?r_e_.t iZ4_-._¢n_ '_:

''t "''

· . .

.' %:.- '

?.e H.cz!-:_Sysz__---_.s,_c. ,.x,_rcim.v..H6sui---i . '-.. "
r_-ren___v¢.nue ii5_,%m__'S_ez: :

. ._mo_M'__ :. , .-

C_r_ E¢,;e,_¢Eomlr--; :':' _.:';."'
; Nozd E_cic S==: -' '-'-:_ <: _- ':

'- ;-!'_=&,77:.¢E?

-'.=r=.e:= "=, _-_- - -'.:-_Z_Z-'-'T¢_-:

- =::.:-7;;-..._



.o °.

ARBOUR-[ULLER
HOSPITAL

May '18,t998

iViic.hme!_Franzak
viafax:602-555-90__.o

i--hankyou fors_ng infoz_nationaboniyourDualDiagnosisCommaiL-meAc'donGrant

I_oposaL Iwould bev_-/in_r_-_2inpaz_J_.'oa_ng_sacons-alUmniiftheproposal
ge_ _6znded.

k_ched ismy cu_kulu_mv_me as zeques_d.

Sinc ___.!y,

i<a_nne+J_._'A__-_off,Y-_D.
Medical Dir_-_mr

IQ_i/c.= ..



" FF Princ_c=[[nve_aC_torlP=aramDirec'orties;.§r_t,middlek

BIOGRAPHICAL SKETCH

" Providethef_llov4nginform_den,_oru'h.-kaypersonnel_n_e ora_rlistedonFormPAD.-*2.
Phom_.pythispag-_or_,_liowthisfcrrr,at[ore_*chpe.'_cn.

.!, NAME F,oba'.__. Dr-_r_ POSITIONT[_LE Dira'ctor,_/-[-L-'_,--_-tou_2n.
"- ?_,d."d._McRese-_.zd-zC._nte:

EDUCATIONfBeoinwfihba_afaureatearamerinfii.=loro/e-_'manal_,,ducaficm.suc_;asnurmne,zndincJudapemdec:ocalt,'_ininc.)
DEGR=_.

IHSJ-qTLr_ONANDLOCATION [?[eppfi_le) YEAR(s) F]--m-._OFSTUDY'

?rLncetonU.niv_si_/,PrLnceton, N_ B.A. 1971 Bioio_%
Duke Urdversky,NorEnC=-.?o;ILr_ Fh.D. 1977 Deve!op_men_-=]&

O;n/c_lPs-ychoio==7
Du_kaUniversiiT,NortkCato'IJna M.D. 1978 .M_na
?.Eb=_,_.RC'.-:.AN-OPRO.:-:_._SiONAL?_2=2',='_65.:C:,=te_n;_ta pr=-.--.:pc.ddarL1=_.in:;-.r_aoW.-:.i.__=. _:-4:= -..-_ioy=.--.qc=F=_.-_::.._'_d
?,n,'*_, [nc!mdt. Fr-,.-_--=tm.:.-h_.-=._.[:ca :n7 F,_--"J Gav=_.mc=J._bl_: :._Y;._cr7 -"o_:'={t_=. _ _ _rm._olo_zi c:,_.:'. ,_= fifi_ :.II ""_or% --nc[
C:C:_I=£= r-_=r-,.'.c,_, to _1 p=bli"'dm'__'ing _,= _St thru-, ),c:,"_ =.4 to .':-7:-_"'-f.:GY: :-.-4-i:: puhlic:,_:m: ;_,..-tia_t m :his :ppiicc:[_n. ][ dm=IRt'

RESF_4_il_zi&RD PROFESSIONAL _C__
1982-1984 Co-direci._or,.Amb_atoryCommunity__wica,rrmCambridgePio_iiml.

_or inPsycl.n/atry,F_rvar_Ma_cal School
198-_-!990 .Medic=IDiz_tor,We._CenL_ICommunityM__latKe%al_h_e.wk_,__ianover,N-._.

· .- , · . , =,4:, _198_ Assl_ai rror_sorm ?zof__soroffsy_.nhtry,mun._outkM__c_i $ckoo1

! g 87- ,Dkector, New H_?skLrc-D_t,, _outh?r¢ci_-c R___e_d_Ca..tu.
!989- PtorCo-P!onI?__se_cko___n_:

i--ONO_r_S:

1971 ?.kiBeim_-.z,'_:=,_M.z_o_'_Cum L2nde,Siam-XL
!97!-!978 .N_I.Rase_rt-_Sde.n'd.stTrainin§Pzo_=-m_"--_lowmkip.

1981-1982 Duuont-Wan'zr_ R_earchY_ow_ip.,i-imw_rd_ed_ic_iSckool.
1986 & 1987 iea'cheroftheYearAward,D_L ofPsyd4n.a'_y,D-=r_outh_MedicalSchool

!989 Co:m..m.u_L7' Ps'fcSia_-stA_'_ff-_TM Awar_,A_._r.A__socCom.mtm/tf -P.:,"_d'",.J=_..._..'s_.
1989-1994 _L--%f'_l-<asear_t$d-_n'dstD_veioum_-utAward,Level77
!993 Andrew ThOmson Z-ro_soro__syclniat:'f,Pa_ta_ou{-tM_=4__ca!School ..

!993 I<eys%one_o_nd_--sAw-ard,NadonatConfar-=_n_on CeseiVh_na§=___nent
!995-2000 N5174.!_e_cA Sd_.'_ Dev,!ay,,_n_Award_Lev_ K

!996 ' SystemC_k_n=__Aw2z_,New I-laminaeA_M!
1997 AttainLoeb.Rasaard'_Award, ir_'-r_or_A_ssocPrfc=kmso_.'_]ILe2_ab_2onS_-¢ic_

S_.E_ llE_-Y PLTBL!CAiIONS: _zom over 190)

Oral<e, _ ' --'_'R ....!vfr2.-'_u=o,GJ.,Noor_-y,D.L A u_ots_ndyofoutoahen-[_t"n__i or_cono_m in-
Sclnizoz)hrem.{a:?our-yearoutcomes..._...... . . --- -.%

S.J.,Te__u.,G.3.,E_._, _E, Oark I_E,Buah, P.,Noordsy,D.L. Se.wi_u_Jb.a_on _.nd
costsasSo_k:_-l_s_4._s-nbst-=.ncea]:ru.seamong .:-._tr=l._ schizookr-_Jc,pag,en_.. To_'_..'__m!.oF,_A_,znus.-- -- I

and ___anta!.D.beas¢.t8!'3227-232,1993.
IDr-_=_ka,E_E.,._ite__,-_%_.T !_osanb_DS.TCD....onO{subs'_''_'_-eusedisorde._insev_elymentm!qy_ll

-- '_'Tourr,al29:!_!92, 1993.lp_enlm.Co_mq__i;_-yM'en_l me.aL,n
Df_Ice, P--..E.,Bebou±, R.R., ": _ q,,;m_. _,?,.-_._'_s........ o _, ev_u_don __Rob.n,]'.... .',,,r'T',,,.=?u,:,G.E.Proc__s Ln .'-'.",'-'

_ _. _ O'_a...... !0(3/_):!!3_!24,Waski_._on, D.C., duaI diasn, osis pm[ecL _lcohoib 'm q'r_=.'rme_t , .-_v
1993.

Oraka, tLE.,Baz_,a!s,S.S.,1_ae, G.B-,Noordsy,D.L,ICh---.--:<,iL;--Trez'_.emiof sub.hca u__e
disordersLqsever_?- m=-er._=!_]y_J_a+J-'_'_u.Toumal n{Ne_'ou.samc{,.'v[e-?_lT'_, 181:606-

_--' 611,1993.

%

Numb= pas= consc_-'-.:'d,,--_y-_,_: ¥',,u_$mu;houc:Fplir"'".'an-Dono:_ su.,_,-'h=z,r":_ 32.Ih.



....... .;--'_--.._=-_:5a42 .=._3/_3

'Drake, P.E., WtllacA, .M.._ Mod_-zte drinkhug a_mnagpeople with severe me.nml illness. Hc,¢.o_
.C.orumuni.%' P_vCb{a'rr'v_:780-782, !993.

Clark, R.E., Drake, R.E. 'E=-__,'Jiit'_es of time and money by £=..-n5ii_of people with severe m..mml
·( ']_.s and substance use disord_. Co_m__muniw.M,.e,n_l_'e_lth......ln,_ 30:.!_-t_, 1,9°_..

· Ox.her, F.C., Drake, R.E., Noordsy, D.L., Teagtm., G.B., Hurlbut, S.C., ?axlcu:, T.]., Beaudett,_,M.S.
Corre21a__--_dou_com_ of-=IcohoIusedisord___,-qongrural ....sc_oohrerac _a_ent_ Joule! of
Clinic_ Psychiatry, 55:10%113,1.°94.

_2>rake,RE., Noordsy, D.L' Czse mana=_n___nt for people wit,_ coe._a$ severe m..mta/disorder aud
substance use disorder. _y¢c2nia_-k Ann_ 24:27-31, 1994.

Noordsy, D.L, Drake, P.E., Biesanz, J.C., McHugo, GJ. l:amily histo Wof _cohol_ in scS_-opkrenia.
!ou_--n.alofN'e_,",r0us and Men'.m!pi_e_e. 18°-:651-655,!99a-.

Drake, R.-_.-.,Md,-iu§o, G.J., Bi_a_nz, J.C. Z'ne tezt___.t_t re!iW_.biE_of s_.'xdazdh_d ira_..u.m__qe_among
homelessper_o_-uwithsubstanceusedisord_.JournalofStudie_m, 41c_ 56:!6i-!67,
1995.

B_ta!%, SJ., Drake, R.E., Wallach., M.._- Lon?,=_ course of$ubsa.n_ _2 d_orde___-ong pe-'_ons
wit[usev_e mantra1disorder. Pr,_d_'-iah'icSer'_,fic=_$,462__S-2.51,1995.

Drake,1AE.,Noordsy,D.L The roleofin.d=timxtcareJorpatie_nt_wi_&ce-o_arring$t-;eremeni>..l
disorderand $ub$_,_m.c...usedisord_..COmmuuii'y. M%m_] H_]th Journal, 31:2779_282,19=5.

Teagqza,G._.,Drake,F,.7_,Acka."_on,T. EvaluaiL-tgtheimpIem_-'_ta_onofamo '_ai_edPACT modal for
peoplew_thco-occ,trrPtgseverem.__.mldisorderandsubsttnceusedisorder.P-_'_tr_,:¢
Services. 46:689-6,=5,1995.

Mc_Hugo,GJ.,Drake,P.E.,Burton,iff.L, Ac.ke:zon,T__L A sc_efor_zses.fm_thestageofsubstance
abuse _ez_-xe_u_Luperso_ wiLk severe mental it!m,,¢_.Journal of2%rvo_ _1_._ _ _S_Se [

ZS3:560-565, !995.

CD.rk, P,.E., Drake, E.E., Mc.Hugo, GJ., Ac_ort, T.PL _ancia! incen.2'v_ for asm4ve commm-,ky
_e_m__.ub Menm! '_fl]ne_ n_..,xag_---_ut sm-vkes. - d__1..i2!._Ca_=-,3:729-738,!995.

Drake, P.E., Mueser, t<,, _afx, I'<.E.,Welded't, ,M..,S.The course, _am-_z_.b and ou_com.eof subaanc.-
,use disor4_Lup=so_ wi+ks_ere m_mt'2ue-_s. American Tournal of C_._Koow-_eM=t.v,66.a9_

i; . 51, 1996.
-.._. Drake., i{.E. Sub$_.nca use reduc._on anxon_ p_i_nS wi_2_,sev_e me.n_m/;!Lue_. C ._

%-eal%h79Urnal, 32:31]-314, 1996.
Baz_,e_, S-J., Drake, hE. Residential _ea'rmen_for du_ dia_=,-tosis,tou,-vaI of N_-¢Ou..__o_ M_,mrn)

DLseaSa: !84:37%38!,!996. .
.Dr__ketR__._.;.k_ueser,!_T.__-ds.)Du_!1Dia==n_oSbofMa{OrM_..%a]UL_e%_andSub,_n_ LT_e_-_order.

II: Rec_-t _lse_reh _nd Ct_ic>-! Lmolicz_ork_. San Fra__.dsco,]ossey-_azs, _9_.
Noordsy, D.L., S&twab, B., Fox, L, E_ke, _E. The role of s_f-he!p pro=er_,a.ms in the _;_ili_tlort of

pe_ons withm_=qml'1fi!nessand sub_nce ,usedisorders. _o-'mmm_i_ Menm! i-7??_'uTo,re.ma!,
32:71-81,1996.

Drake, X.E., Muesa, .-K.T.Alcoholism and sev_e =_u ,_-1iiiness. Alcohol Health and R_-_r--h World
20:57-93. 1996.

B,rurtzt-t_,M__., Muter, _K.T.,)Ge, i-L, Dr-__ka,E..E. l_a_on.s.i-dps ber, ve__.,rympt_mz of z,c3_oFhze.,,ia
and subst-_ce ab=g Journal o1Ne.,-_ou_and M_Val Dise-_-_e,!85:13-20,1997.

Brunette, _I3., Drake, !AE Gender d?_x_.,_c_ ia pa_i__d=wi_k schizoplu--enia and sub_.c_ ah,use.

Compre2 ._[ve ]:svchla.,t_7_,' '_ _ _ ' 1°_7
Mueser, K.T., Dra._, R.E, Ack_"_o2, T., _&ite.,_-tan,AZ, _, '_'_M.,Noordrf, D.L .a_n'_od_

pe_--so=nalitydisorder, conduct divorce, a__2s-,Cos+-_ucea=u_e in sci',.;',op'r-z_da. _. ,., :a
' 106:=l.>-ei/, i997.Abnormal Psvcmo]o , _-' _--

Drake, P.E., Yove_q, N__., Bebout R_R.,I4.zr-Hs,M., McHu_o, G'j. Ln_gratad _._-_..__t for duany
_ 1...y.d_a=._mosedhorn.Mess adult. Tourr-=lof Ne._vOU_and Menm! ESsease,!_5'Z-'qS-305,_="

Drake, 1LE., l'k[_car-Mc_Fadd_n, C_,Mci."_ugo,G_L, M,ua_, ICi., Rosenber_ S.D., Oaf-<.R.F_,Branch,.,
M_F. (1:O..) _e_dirtes in Dual Dia__o_i_. Columbh,M.-_,Lut__a.'tlonal .__.._.=oda_cnof
Ps-yc/qosoical Re2q£=iJ.iw=_ZonSe_w:,r-_,1998.

V.aave., .R.M_,C...... !<._,Rosavfoerg, S.D., Dr_2<e,RE., Woiford, G.L, Mu_ar, ici., Oxrr_-m T.E., ';' - , -,_.'o-: r
Lucknor,R. Daz'_ztouft'_Asses&meritofLif_tfieD_s_-x:-_n_(DAb'):A subs_-_nca_e disorde__

_L_..2 s_a=_u £or people w_& severe mental '12Ln--_s._ m.e?,c'_uTouz'n_of PF/cMab% _=='_o-_38,2998.



,- .% ·

..

Ps'ychiatHcResearch Ce=ret
. _. 2 Wh/ppIe Place, Su/_e 202 .... ..'..:

Lebanon, New Hampshire 03766 . .. '"
(603)..,_i-8-0t26 : _

· (6o3) s-m29 "i
·?% %\
$_V '-_ual Diagnosis PubSc_tions from the New Hampsh_e-D_:mouth :/::¢.i

·_x_%L/ Psychiatz4cRese_ch Center,1.qSg-present ' j
.... - o

) : -:i
b--_%rmke,tLE. Researchpzo_ess.InHomelessness.AJc0hol,and Oth_ Drug. . _'..

itoc_lcville,MD: US Depap_e_ut.ofHealthmud Piuman Se__rices,NI_A.A_A,1989. '_J-I

Drake, R.E., Osher, I:.C., & Wallach, lvLA.. _AdcohoI use and abuse in schizophrenia: _:';t_· . q

kprospective408_4_14,1989.c°mmunit7 s_dy. JournalofNervous and Men,a!Dise=_se:_17Yj i-.j]_t

Drake, R___.,& W_lach, IvLA.Subst-,=nceabusemmong thechronicme_nta!tyill. _';,e'
I-!osoitaland Comrnnnii-vPsychiatry,40,1041-1046,1989· :

d.'

:. Drake, R.W., Wallach, tVLA.,& Hof-_ta.n, _.S. Housing instability and home!essness

afterc,arepatients ofan urbans_tehospitalHospitaland Cornmurdi-¢

(. Psychia_y, 40, .46-51,1989.. ' '- -'.::":: '
', ." ':'I ' ""/

;. Drake, iZ.E., & Wfilembfmg, lvL Casemanagement and clirdcalresearclm In I

Home!essness: Alcohol, and Other Drugs.. Rockv_lle, MD: 'US Depar_ent of IHealth amd Human Sew,ices, NIYz._A, 1989.
·., .[

-I

5. Osher, P.C., & Kofoed, L.L. Trea'unent of patients with psychiatric and psyc-hoac_ve '-:.:..-'-!
substance use dSsorde__s. Hosoi_teno Communie¢ Psychia .hUe_40, 102.%1030, 1989. ??-_._

, _-?f..

7. Teag-ue, G.B., Drake, ILE., & Barrels, S.J. S_ess and smrfizophzerda! A renew of -:..:
research models and findJ27gs. S_ass Mediclme. 5,153-!65, 1989. .::..

8. Teag-ue, G.B., Mercer-McPadde[n, C., & Dzmke, R.E. Dual dda_nOSiSand continuity of ':
care: New Ha.mps_e's integ..,=t_ kdfia_ves for dual dia_nos_ patients. Ti__ee : 'i.
Lines:VI,1-3,1989......

9. Ba_e!s, SJ., & Drake, ILE. De?ression, hope!_sn_s, and suiddality m 7..:'

s_dzophze_nia: The ne_e_ed '._pact of substance able. In CaN. Ste?hani% A.D. -
RabaviaIs, & C.!_ Sotdatos _ds.), ?roceed;n_: _vT_.World Con_s of P_¢dniab_--¢. -J'i;:

Amsterdam: Exe_m Medic_-, Else,,der Pff_Iishars, 1990. fi..
: ''1

"1" _: "?' '_ '' } '°-o

,a__e!s,$.I.,&Orz&e, tLE- ,a_-_ona.n_thedualdiap. osispa42_± LnJ. C. Bee_d.), i_ 'l !:_.._--(, Conf-;_mennahw'' " "vs. the Dut-¢'to Protectc. Risk or'Fores_sble Han_ in me"o__:=c?..c_"_ of _,---
l°svchiai?¢.Was_-m-_.on,D.C.:.._,_~emcm'tFsyc_n_a_cPress,1990. "':2- I

'--'- 'k.!
'"': i



: .]7 i-'_- "_i._-._·

·. . :-
... ...

. L. :

..J
· .: . --

P-E., Aniosca,L.,Noordsy,D.L.,Bai_e!s,SJ.,a Osher,_.C.New Hamps_e's . ::
'( sped_l_ed servicesfortheduallydiagnosed.InlC .lVfin.ko_& P,-E.Dr?,2<e('Eds.), --.. '-

Dual Diag-nosisofMaiorMenla] Illnessand SubstanceDisorders.((pp.57-67).San 7' ' ;' :
]Franoisco:_ossey-Bass,1991. .. ·.-

·. . .

:. Drake, P.E., McLau_, P., Pepper, B., & MJ_n_off,IQ Dual diag-_osis of m_jor -.. ' '
menial illness and substance use disorder.. Art overview. In IQ Min_koH& P.E. '":'"'-")--:-':
Drake CEcls.),Dual Diag-nosis of Maior Menial Illness and Substance Disorders " ]' :.
_pp.S-12).San ]Francisco, 1991. -.:./. '.7.' ".

5.' Drake, RE., Osher, F.C., & Wallach., M_A. Hom_essness and dual diagnosis. '" _]i_':::'_':,..==-'::':'"
A_me_ca_nPs-fcholo=oSst46,1149-1158,1991. _7:.%._.'._'_f--_

5. Drake, RE., & Valilanf, G,E. Predicffng alcoholism and personality disorder in a 35- :' '""' "'=- """='
year lon_tndinal study of children of alcoholics. Annual Re,flew of Addictions 5-?"':'.-":'?-5i:'':'_c-''=
Researchand Tread'tent,15-23,1991. :r

7. Drake, it.E, Wallach, M.A_,Teag-ue, G.B., Fre=-man,D_T-I,Pmskus, T.S., & Clark, T.A. '"' =.-.

i-IousirL_ instab_ty and. homMessness among rur-_I sc2nizophrenic patiertLs. ?..: .._ ..:.
American Wonrna!of Psychiatry. 1_, 330-336, 1991. -'

)r.,i-Iazzis,NL, Bebout,R_R.,& Dr-__ke,R.E. Con6-_6ng integrated and linkage .:.-:: ii13-:.-..-_.,
.. mode.Is of trea_.rtent for homeless, dually diao_osed adult. In IQMinkoff & P.E. ? :";'i'. ' :":'-'

Drake (Eds.), Dual Diag_-n_osis of Maior Menial Illness and Subsiance Disorder. (pp. '.' -'
95-106). San Frandsco: _ossey-Bass, Inc., 1991. _. :..

. '. . .

:9. Mi_6_o_, K., & Dr&e, P-E. Dual Dia__osis of Maior Mental Illness and Sdbsiancp .-i.::.?:'j..._.=_.:._._

Disoraer.S ,n ;ossey- ass,i991. !.:-_.._:_

D. Noordsy, D., &']Fox, L. GroW inte__-e_ntiontecrumquesfor people with dual _'-'=.'-'.-'--_"i'
disorders. Psvchosodal Rehabilitation Tournal. 15(2),67-78,1991. b.."' .: --

· Iz;i31. Noordsy, D.L., Drake, R.E., Teag'Lm,G.B.,Osher, F.C, I-luribut, S.C., BeautieS, M.S., & . "
Pa.sins,T.S.Subj_iivee.xpezienc_relatedtoalcoholuseamongscAizophrenics. .55"
Tourna! of Ne__ous and IV_ten,riDisease, 1991. i

32. Sckwab, B., C!ark, R_E.,& Drg<e, R_E.'An eLknogr_pNcno_e on _e.nts as parents. : ..
Psvcl.nosodal _enamamnon Iou_a!. 15(2), _¢_e_ q_q

SS. Consensus Pan_, C_ier for SCpst'=r.ce _Ab,use Trea:,_-_,..entScreening. assessment ----''"' ]"" -_ .-. : . · .-..

and tr_e=_hmeni_°tanning for oatien_ w-i{n co-=_,_s&q¢menial illness and a_coaoll' - _'-i:'!7J"'
and otherdrng abuse.-Rod_-vitte,_D: SA2v_-_iSA,199? '-

- - - iL.i./.i:.--..-
! .%. ;:,-:, ,-- .-. _

_,._ Group for=flueAavanc?_m_.=ofPsv_nh'n'yPsycZnopaihoto_?Commi_.ee,Beyond ::z':-z-.:_z_.]_,' - ' . ' .-%...__='-i-_:_,=.

s__-n-totomSuooression: 'imorovmg the TLon?_e_._-m_Outcomes or Ccn_zoonren_a _--_'_-.f_-.--.n
%ifaslhingon, ISC: Jine_c_,-(Psyd_a_c Press, 1992. '_-?-?-.i:.-'-._2'fi':

>'..- -=_':7

t'- n..£._- .- ..



__7.Drake,ILl:..,A/te._.an,Al, & Rosemberg,S.R.De_ec_onofsubstanceabusein

severementzl_J]T_ess.Cornmuni_ Mental HealthToumal.29j175-192,1993.
-(

48. Drake,iCE.,Banels,SJ.,& McHugo,GJ.A SevenJyearl:otlow-uoStudyof

Substance Abuse and I-Iomelessrtessirtl°atie.ntswith Severe l_fental_)isorderg.
NationalInstituteon AlcoholAbuse and A_lcohdJmn.Rock-cilia,MI):U.S.

Deparanent ofHealthand Human Services,1993.

49. Drake,RE.,Bazta!s,S.B.,Teague G̀.B.,Noordsy,D.L,& Clark,ILl{.Treatmentof
substanceabuseinseverelymentallyillpatients.!ommal ofNervous and Men_M

Disease:181,606611,1998.

50. Drain:e,RE.,Be'uout,R_R.,& Roach,I-i researchevaluationofsodalnetwork case

management forhomgess personswithdualdisorde._.In1VLt-i_-ris& !-LC.
Bergman (Eds.),Casemmnagement Theo_ and pmc_ce (pp.85-98).New York:
PiarTzoodAcademic Publishers,1993.

51. Drake,RE.,Bebout,R/C,Roach,J.P.,Q-_mby,E.,Ha__m,M.,& Teague,G.B.Process
evaluationintheWashington,D.C.,dualclia_nosisproje_.Alcoholism

TreatmentOuarterly.lQ,113-Z24,1993.
o

52. Drake,iCE.,Mci-Iugo,G.,& Noordsy,D.L[ Treaixnaxfofalcoholismamong
schizophrenic outpatients: _ot=-year outcomes. Ameffcan Tournal of Psychiatry.

i 150,328-329,1993.

53. Drake, R.E., &Waliach, .%,LA.Moderate drin_king a_mon§'people wifit sever, e mental
illness. Hosoital & Communi_ Psychiatry. ti_, 780-782, 1993.

54. Kushner, M.G., & Iv£ueser, ICT. Psyc_hh'rric co-morbidly.with alcohol use disorders,

Eighth Soedal Reoort to the U.S. Con_ess on Alcohol and Health [Vol. _ Pub.
1'4o. 94-3699, pp. 37-59). Rockv'fde, MID: U.S. De?a_-_._ent of Health and Human
Services,1993.

55. Mci-tn§o,G.J.,-Paslcas,T.S.,& Drake,tat{.De+-eddonofalcoholisminschizophrenia

usingtheMAST. AJcoholism:ClinicalAm.d.E.'?.ef&nen_=lReseardn:17,187-!91,
1993.

56.. Clark,R. l:_mi!ycos_ assoda±e4wi_-_severeme_ntal'_.essa=ndsubse-_-_ce_e: A
·,l · _- -r ., ]

coca,.son of _,._d]2eswi-Lband wtmouz dual c_ordm_s. Hoso]_! and
Commmmw Psvcman-_. 45, 808-813, _co,,

57. Clark, RE., & Dr__ke, !LE. E,_e_ndit_res of fa2e and money by ?_xi!ies of people
with severeme_fra!;1_!nessand sn'Dst-_.ce-esedisordem.Commnrdb- Mental !-

I-ieal%hTonmal.30,n,,=lf,_nooa ?

%'

i..



70. Torrey,W.C.,& Drake,R.]E.Curr.e_ntconceptsin thetreatmentofschizophrenia.
Psyci_.atry/, 52, 278-286,1994.

71.' Barrels, SJ., Drake, P.E., & Wallach, bt.A_. Long-term course of subst-=_nceuse

disorders in severe ment_ illness. Psvckiatric Services. 46(3), 2_a33-251,1995.

72. Bmrtels, S.I., & Liberto, J. Dural dia_nosis in the elderly. In A. Lehman & L. Dixon

0Ecls.), .Double Ieopardy: Chronic Mental Illness and Subs_nce Abus_ (pp. 139-
157). New York Harwood Academic Publishers,1995.

73. Clark,tLIL,Drake,thE.,McHu§o, GJ.,& Ac.kerson,TH. Incmniivesforcommnmiiy
treatme__t menial']ulne_smm-Lagamentservices.MedicalCare,33,729-738,1995.

74. Drake, IA]E.Subset_rice abuse mud men_ml iI]uess: Recent rese_rcln. _NAaM!Advocate,
t 6__(4),5-6,199a

75. Drake,'IAE., & Burns, Bg. InfToduc_on to special section on ACT..P.sychia_c
Services, _, 667-668, 1995.

76. Drake, !LE., Mci-Iugo, GJ., & Bies_.z, _.C. The test-re+.est r_abilii 7 of s_nd_rc_zed
instrumentsamong homelesspersonswithsubstanceuse disorder.!oumal of
Sbaclieson Alcohol,56,161-167,1995.

{

_;_.. 77. Drake,ICE.,& Mercer-Mc3adden,C. Assessmentofsubs_mceuseamong persons
with severementaldisorders.InA3. Lab.man & L.Dixonteds.),Double 7eooardy:
ChronicMental Illnessand Subst.anceAbuse.(pp.47-62).New York l-iar'_ood
Academic Publishers,1995.

78. Drake,ILE.,& Noordsy,D.L.The roleofinpatientc_e forpatientswitkco-occurd_n$
· n- I.severementaldisorderand substanceuse disorder.Communi'tvlV[entalI-ieakb

,, ,)_. ,)_ournaL ol, _y9-_82, 1995.

79. Drake,R.E.,Noorctsy,D.L.,& Ac!<erson,T. Integ-ra_.n_ma-lmlhemlthand subs_=nce
abuse freeZe_utsforpersonswithsevereme,il-atdisorders.InA.I:.Lehman & L.

Dixon (Ecls.),Double?eooard_ ChronicMental51ness_nd SubstanceA_us_ (pF.
251-264._). Ney,' v -1,. ooo_ Hzr_rood Acad.__mk Pnbtislners, L,5.

80. ]Fox, T., & Shumway, D. Human reso'_c_ development In A.]F. Lg-=man & L.
Dixon 0Eels.),DoubleIeooardv:C.hzonicMe_n_=tAtness_nd Subs_nce A_buss(FF-
265-276).New York l-{-=rwoodkc_de,_,-dcPubl_hers,1995.

81. lvr_iugo, GJ., Drake, RE., Burton, H.--, & Ac/<e__on, T__ A sc_e for assessing rm.e '_;.

sta§eofsubst-=_nceabuse_ea'mne_nthapersonswithsevereme-n_I'_niness.Ton,_-nal ;-'-'
ofNervous and _[en_=!I)ise_se.183,762-767,1995. il

f

· ID__-."r,-- ' '



t I

93- Clark, R.E., Ricketts, S.K., & McI-Iugo, G.J. Measuring hospital use without d-bus:
._. A .comparison of patient and provider reports. Heal_ Services Research, 31, 153-

169,1996.

94. Drake,}LE.Substanceuse reductionamong pati_tswithseverementalillness.
Communi'ry Mental HealthTournal.32,311-314,1996.

95. Drake,t_]E.Treatingsubstanceabuseinpersonswitkseveremental_3Jness.in:

Mental I-lea]thand CriminalTustice:Improvin§Col!aborati0n incornzn_i-¢care
forpersonswithsevere_-_e_n_alillness.(pp.17-19).R_o_ ofresearchprese_n_ed
ata symposium July6-71995,Albuquerque,N_ New MexicoA//i_nceforthe

Mentallylilt,UniversityofNew MexiCo SchoolofMedidne, NationalInstituteof
Mental Health,and CAnterforM_tal Health_%_wices,1996.

96. Drake, RE. What is assertive community treatmanff The Harvard Mental Health
Letter, A.u.g-ust 8, 1996.

97. Drake, RE., Bed<er, DP,-, & Barrels, SJ. Demys 'tffying research: g_pi/catiohs in
community mental health settings. In J.V. Vacc=ro & G.H. Clark (Eds.),

Community Psychiatry:. A Practitioner's View (pp. &/_-484). WasNngton, DC:
American Psychia_c Press, 1996.

98. Drake, RE., & Mueser, I<.T. Alcohol-use disorder and severe mental filuess.
{ ] Alcohol Health & Research World. 20(2), 87-93, 1996.

99. Dr_<e, P.E., & Mueser, ICT.. (Ecls.). Dual Diag-nosts of MajbrMental Illnessand

Subs_nce Abuse Volume 2: Recent Research and. C13nicaIImplications. San
Frandsco: Jossey-Bass, Inc., 1996.

t00. Drake, P.E., Mueser, ICT., Clark, R.E., & Wa!tadn, NLA. The course, treatment, and
, outcome of substance disorder in persons with severe mental filness, lournal of
Orthoosvchiairv.66,_-9--51,1996.

!0!. Drake,RE.,Mueser,IQT.,&/vlcl-lu§o,G.J.ClinSdanRatingScales:AJcohotrose

Scale (AUS), Dm§ Use Scale 0DUS),andSubs_=nceAbuse Treatment Scale (SATS).

In L. L Sederer & B. Dickey reds.), Outcomes Ass_sment in Clinical PractJ,.'c?(pp.ca
113-116). Baltimore, MD: Williams & WiLkins, 1,_ 6.

!02. Drake', _RE., & Noords L D.L. Trea'_',ent of comozbid disorders with a case manager
approach. In N. S. Niftier (Ed.); The ?,.-5,mdoles and Prac_..'.,c_of Addi_ons hn

. , QQPsvdniat-r'_ ¢ (pp. 9ot-o08). P_,hilade!ohia: VC.B.Sav ndem Company, L.6.

103. Drake, RE., & Osher, _.C_ TzeatLng subst'_nc .=abuse ht parle'uts _¢_:tln.severe men_,i

illness.InS_W.He_ngg_er& .AB.Santos(Eds.),banovaiSveaooroaduesfor
Oiffioalt-_o-Treat Pooulations. (pp. l__9'l_-,_,j._nmW=-.sh_.gt.on, DO.:"Jxn_dc___-

_'_ Psyclniatric Press, Iuc, 1996.

Pageg.-



6-u'RdtlCLrLLR_VITAE-lO]ELA.DVOSKiN,PH.D. PAC_ 7

: Condelli, Ward S., DvoskLu, Joel A., and Holanchock, Howard (1994)
Intermediate Care Proa-ams for Inmates with Psychiatric Disorders. Bulletin of the Ameffcan
Academy of Psychiatry and the Law. Volume 22, Number 1.

Dvos'_r% Joel A. (1994)

The Smlcmre oft:kJson Mental Heakh Se,_ces. In Ro_er, Richard (Editor), ?rinci_als and
Practice of Forensic Ps'vchiatrv.New York: Chapman and Hall.

Cohen, Fred and Dvosldn, Joel A. (1993)
T'aerape,,.rti¢ Jurisprudence and Correcaions: A _impse. New York Law School Jouma! of I-!urnan
Ri_ts. VoLX.

Dv0ski_. Joel A., Smith, Hal, and Broaddu% Raymond 0993)
Creating a Mental Health Care Model..Corre_ons Today. Vol. 55, No. 7.

Dvos'_4rb Joel A., St_dmaa, Henry J. and Cocozza, Joseph J. (I993)
Imzoducri0rL In Steadmm_ Henry J. and Coco_____.,Joseph J. (Editors), .Men-mtIllness i.qAme,_ca's
Prisons. Seattle: National Coalition for the Mentally I3 in the CrimN_ J,_¢e System.

Cica, Todd R., Byme, James M. and DvosldrL Joel .4. (1993)

The Transition from being an _ma_e. In SteM.man,_eary J. and Coc.<r/_ Joseph J. (Ed.i.'mr:);
(,.._ Mental l'!lness in AaneHca'sPrison. Seattle: Naffona.1Coition for the Menm.tty !II in the C_rninal
"LJ J_dce System.

Cohen, Fred and Dvosldn Joel A. (I992)

Inmates with MenmI Disorders: A Ouide to Law and }_cffc: (Part 2). MentaI& Physical
Disabiliw Law Resorter, Vol. 16, No. 4.

Cohen, Fred,and Dvo _sZa,Joel _. (I992)
Inmates with Me=mi Disorders: A Guide to Law and .-l:_c_c: ('Pm 1). Mental & Physical
Disabilkv Law Re, rte,:.,Vol. 16,No. 3.

Heilbrun, !CS., Rede!et, _ andDvo._kin J.A. (1992)
Debating Treatment ofT_noseI_com_tent for F.xe?afiom Ame.q_.n Jomm_ ofPsvcbi_,,,-rCVol.
I49, No. 5.

Way, Bmc: B., Dvos:,d%Joe! A., Steadm_._.He.m-yJ. (1991)
Pore,n_sic Psyekiam¢ I_tients Se.wed in the Uxired Sines: Re,or. at _d S,a_em Di_e_nces.
Bul/egn of the g_,medc_ Academ_of Ps-¢ckia_'vand the Law, Volume 19, No. 4.

Steadman, H.J., Hoiohe.v.a E..L, Jr., _-"vos:-,d_,J.A (I99 I)
Ex'-dmating Men-,._IF_e',./'JaN_ aad Se.',-'vic:Ut/i',_--._on_.mong_soa !r=mar_. Builedn of the

Ame_c.__mAcademy = "

of, _qcma*a'vand the Law, Vol. 19, No. 3.



CURPdCULUM VITA_-JOELA.DVOSKIN,PH_D. PAGEg

.elvfcGreeVy,M--A--,St_cimm._H.J.,Dvos_n,J-_ _ DoIlm'd,iq.!1991),
·( ' lvisnm_ng Insanity Acquires in the Comm,miV: New Yorlc Stazes AJternative ro a Psyckia_c
'" SecurityReviewBoard.Mos-o/mtandCommunkv Psvcnia_v.Vol.42,No.5.

Dvos'!dn, Joel .A_ (I99I)

A/locating Treatment Resources for Sex Off'endem Hosoital andCommunityPsvchiam__.Vol. 41,
No. 3.

Dvosldrg Joel A. (1990)
What Are the Odds on Predicting Violent Behavior? The Journal of'die California gJliance for the

MenmI.ly III, Volume 2, No. 1.

Pefiin, M_L. and Dvosldn, J.A. (1990)
AIDS Related Deunentia and Competency to Stand Tr/al: A Potent/al Abu__ of the Yorens/c Mental
Health System. Bullet/n of the American Academy of Psychiatryandthe Law, VoL I8, No. 4.

Dvoski% J.g- (I 990)
Jail-Based Mental Health Services. In Stead.man, 14_.J_(Ed/mr), Effe'_fve!v Ad.dressin_ the Men,_t
Health Needs ofJm] Dem/ne_s, Nat/onal Institute of Correct/ohs: Boulder,,Colorado.

Way, B.B., Dvos"_rg LA_,Steadman_ tli, Hu=maley,IiC. & Ban.U, S. (1990)
Staffing of Forensic Inpatient Serv/c_ in the Un/zed Stares. HosokaI A Community Psvchian-y_

' , Vol.hl'*

Dvosk/.'n,Joel .-5..and Stead.man,Henry (t989)
Chron/cally Mentally Ill Inmates: The Wrong Concept for the R_i_t Serv/cm..!ntemadon_ Journ_t
of Law and PsvcNatrv, Vol. 12, .Nbs.Z/3.

D-voskin, Joel A. (i989)

Multiple Murder as Social Protest? Contemc<>rmwPsvclnolo_o-v,VoL2-4.,No. 5.

Dvos?gr4 Joel A. (1989).
The Palm Beach County, Florida Forensic Mental Health Se,wic= _o_o-r-,an: A Comprehensive
Communizy-Based System. In St_emd.ma.m,H_J.,McCarty, D.W., and Morr:_sqf, J.P.._q-meMenmtlv
Ill in Local Iai]s: Plm'_n___for EssendaI Se,_ces. New Yor!c i_Ienmn.

Dvosldn, Joel A. (Ed/toO 0988)
Special Issue: Forensic A'.cminL_=fion. Internatiorml Journal of"Lawand Psychiatry. Vol. 11,No. '4.

Dvosk./n,Joel A. (1988)
Confessions of a Reformed Forens/c rllite._te. Contem_<_w ?r<Naw_, Vol. 7, No. 2.

P,.ohk,L..F_,.AJdoc:qJ.D.,B_ oo_,K_K_.Dvos',d_ J.g- ?._rry,J.W.,?billies,1_¥g Silver, $.B., and
_-= - We/net, B.A.

_oc _orenslc Ad,z/sop' Pm-lc!.(19 88) Final Reprr of _e NafionJ Institute of Mental H_---J'_.Ad" r -
Mental and Phvs_caI DisabflkvLaw Re_-,orrer, VoL 12, No. I_



CUT,P,ICULU2vlVITAE-J0_--A.DVOSKiN,PH_D. PAGE

.{

Steadmarg H.J., Fabisiak, S., Dvoskin, J.A., and Hotoh_ean_E.J., Jr. (I987)

Mental Disabili U Among Sram Prison Inmates: A rm_ewide survey..Hosoital and Communf_
Psych/airy,Vol.38, No. 10.

DvoskirgJ_A.andPoMtsky, k (1984)

A Paradigm for the Deliverv of Mental Health Serv{c_ in Prison. Boulder, CO: Naffonal Academy
ofCorrections.

Koson,Dennis F. andDvoskin,Joe!A_ (1982)

A.mon-A diagnoaic _y. Bulletin of the American Academy of Psvch/au_ andthe La% Vol. X,
No. t.

Die_-, Park E. and Dvos_z,J_Joel A. (I980)

QN._Uryof life for the mentally disabled. Journal of Forensic Science, JPSCA, Vol. _, No. 4.

Dvoskin, Joel A_ (1979)

Legal alternatives for ba_ered women who kill theft' abusers. Bulletin of the American Academy of
Psych/airy and the La,_- Sr,ecial Issue on Crime and Se.,-malirv,VoL !'5/=No. 6.

f 1 PROFESSIONAL AT'F_IATtONS:
3-,

Am-ierican Psycholo_cal Association
Amer/can Association of Corr=tional Psycholo_s-,z
American Psycholo_ - Law Society
American Correctional Associat/on

National A.ssoc/afion ofStare Mental Heklth Forensic Dir_tors -Ch_-_an t 986-I988
American Correctional Health Association
American JailAssociaffon

R.EFKR.ENCES:

John Mona.hah, Ph_D. Henry i St-_.dman,Ph.D. Par'.'<Die_ iv_, ivWH,PhD
'Professor Pre,_dent President

University of Vir_nia Policy Research _C'dares Tnrez g_sessment C-roup
College of Law 262 Delaware Avenue 537 Ne'a-cort C_ter _ve
Charlottes'c/lie, ¥:A _901 Delmar, NiY. 12054 -'N'e'aT*rtBeach, CA.92660
Phone: (804)92'._3632 Phone: (518)4.39-7.4!5 Phone: (714) '.60[-.3537



! J ·
i'

} Jt _.
/

ooo

ATTACHMENT IV

i



JodLO¥o  in,Ph.D.LB.P.P.
5174N. V_.dela l._n,_

', Tu_--_n,Adzcr_85750
52_5/-'7-305I

Fax: 520-577-3051

May 19, 1998

Micha_ Fr-.n__._k

ArizonaOepartme._of He._ Se.,Mces
DMsion of Beh_oral Health S_,'vices

2122 E_t Hightand
Phoumix,Arizona85016

!
I Dear Mr. Fr__'<:.
i

I amhappyto providethis le_zezof supportfor _e lnz_-r_ Subs-c_.nceAbuse/ Me,m_Heaith
Cornmun_ At,on Gr-_'_cI had the opportun_ zo obsezve he tramandous -_-rLht_b.sm g__ne._

!..:._ dudn§ the r_qt ironing offered by the GAINS C_-_ '. and Ife__ thazyour proposal h_s l_-ame_dous
_._ pot_qd_ to improvethe lives ofA6z-onanswho are _anos6d _ do-occurringcf_scrdezs.]v_]lbe

happy to se_weas a prOo,_r-_l-nconsul'_z_tto this projec-._,prc_c_ng -_ce on pro§ram d_ign and

impl_me._on issues.

I.

I be!ieve -uh_.my e.xp.e.de.qc_ in th_sarea _11ailow me to be of $igngi_nt use to this proie= AsyOu
_n see from my _-_,_chedcurriculumvf_e, I dire__..edthe fore.qsic and corre_on_ mental hea_uh

sys_t_e_mfor the St_e of New Yoff<for mere than a de,-_-de,and _so served _ Ne_, ¥od_S_ce's A_.'n§
Commissione:-of M_-?_ Health. In add'_on, I h_e served as a rne.q_[ hea_ and c_rnina[j'------------------_ce

' consu}_.nctos'_e, ]e__,fede._, andprovbdr-Jgove.mme_i a_e.qdesin more _ thirtys"_esand

.Canada.Tnb e.xpe'ie.qcehas_,_owedmeto see_a l_,_enumberof differ__qt_proadnes to me'adn§
the needsof personswith co-cca._ng disord_s _nd_e cornmunkiesinwhidn_ey live.

Fhankyoufor invclvin§me in thisproiec:-.-I Ic_kforwardto he.arb§ fromyou,

S[ncereJy,

Joe!A. ENeskin,t:h.D.,A.B.P.P.

I

!
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Dual Diakomosis Staff Capacity Analysis

___._S/DBttS -.
.

Programmatic: The ADHS/DBHS Bureau for Pea:sonswith a Serious Mental Illness and

the Bureau for General Mental Health/Substance Abuse are'co-sponsoring the _te_ated
treatment consensus panel. The Bureau Chiefs I_avea/so been appointed to a national

best practices panel on integrated treatment and have specialized training and experience
in this area. Program stafffi:om both Bureaus are provide administrative support to
Consensus Panel tra_n{ng and activities, however no ex/sting pro.am staff have the -:

· a:required expertise for implementation, technical assistance and monitoring of RI-IBA . _..
se,wicesystemsforpatientswithco-occurringdisorders. · _:o

j,,

Outside ProfessionaI Expertise
_..;-.

Consultants in Co-Occurring DisorderS: Three national experts in dual dia_osis
treatment are currently contracted with ADHS/DBHS to support the work of the ...

Integrated Treatment Consensus Panel. Grant fimding continues until October I999,
with the p0ss_ility of continuation funding throu_ SFY 2000. However, additional

consultation servS,c.es.may be necessary to fully implement and su, port program strategies ..
during this period, including specialized work with R.HBA Medical Directors, case

2 management, and UPJUM staffin clinical standards, levels of care and case management

support for a comprehensive system ofintem-ated treatment.

Consultants in Outcome Measurement for Co-Occurring Disorders: The TOPPS :-':..J.; "_l.,-

project is a three-year-_ant ending in October 200I. National consultants in design of .-?2
performance measures for integrated treatment are available to ADHS/DBHS throughout '--".
this period and' supplement internal DBHS Quality Management Bureau expertise. :"

v-'.

Staff Capacity Assessment ':
:.

:-.

Sufficient outside expertise is currently available or can be su_plemented to ass/stin the' i:
desi_ of best practice models and c!_nicalcare standards for co-occmnSngtreatment. ':
Internal staff expertise is limited to the.Bureau Chief positions. Activities necessary to

fully/mplement integrated treatment include development oflevet of care au_orLzation : _
packa*es, tra_nin* andtechnical assistance support to RBH.4s, providers and case ·

manaaers, and the development of quality monitorin_ _stems (such as s_eciaI/.zed case i'il ::
file review procedures). These initiatives will require rabstantial resources for '.-: _.-

fiementation and maintenance of the system. The addition of one co-fimded position ,--_fj
_-ctlyfocused on integration activkies would greatly _%cilkarethe process and ensure -_--7::.-:¢c_.+:_z_

m_muous attentmn to quah_. In addmon, _2csecona ye_ _m_ mnGm_ is not
_orthcoming,additionalconsultationtimemay be necessary. -.:-.-_
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Joel A. Dvoskin, Ph.D., A.B.P.P.

5174 N. Via de la Lanz_
Tucson, Arizona 85750-.7077
Phone: 520-577-305I
Fax: 520-577-7453

E-Mail: JoeltheDO__.OL. COM

EDUCATION:

Uuder==m_re: Un/versify of North Carol/na at Cha_l Hill; B.___I97.3;
Majors: Engtish madPsychology;
Awards: Order of the Old Well Houorm-ySocie,*y

Order of the Grail Honorary Sociew.

Stoc_olm Umversiry, Stockholm Sweden; tNploma, 19/'2_;Major. Soma/Science.

@mduate: UniversSty of Arizona, Tucson, Ar:.e.ona:,

M.A_ in Clinical Psychotoo'w', 1978; Ph.D. in Clinical Psycholo_, I98I;
Dissertation: Battered Women: An E_idemiolomcal Smdv ofSr_ousal Violenc¢.

Profeisionah Umversity of Ar/.zona College of Law, Tucson, Arizona:,

;( Doctor"A Minor (21 semester hours). -

_ONORS:

Diplomate ha Porens/c Psycholo_, Ame.qc_ Board of_ofessional Pr/choto_
Fellow, American ?_cholo_cal Association
Fellow, American Psychoto_-Law Sociew

Peg-Fy R_ich_rdson Award, National Coalition for the Mentally !II in -&eCt/m/hal Justice System
Amicus Award, American Academy of Psyckiarry madthe Law

ACADE_rlC POSITION:

I996 - current

Assistant Professor (Adjunc0 - U. or _.nzona Coil. of Law
Assistant Professor (Clinical) - U. of Ari_*onaColt. ofMedicine, Depr_ of Pr/chiatry

t986- current

g_sismnr Clinical Professor- New Yod<Univ. Medical School, De_r_of P_chia,_--y.
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pB_.ROFESS]:ONA%EXI:'EAIEN(_Y..:

September1995-Current
FutI-gmeprivatepracticeofforensicpsychology,providingexpertte_monyonciviland

'criminalmatters,and consultationinthe provision of mental h_lth and criminaljusgce
services,andwork-placeandcommuni_ violencepreventionprograms.

Duties: Provide expert testimony.,consultaffor4_zining and publics_akin§ servicesto
federal,state,andlocalgc_vemmenfm]agencies,corporationsandattorneys.

September 1995 - Currant
A_ssoc_ate,Throat Assessment Group., Newport Beaeh_C_fomia
Duties: Provide consultation and u-a;_g in wo_,'ptacc violence prevention and c-isis

m_%ccmcnt to govcmmc,-_mIandcorporate or=_mizaffons.

September1'995- Current
Associate, Pm_z !Metz A_ociates, Newporz Beacb_ Calhbmia

Duties: Foren_c psycholo_cal se:vicesmud e,,_pen_esdmony

March 1995 - .&u=_u_1995
ActingCommissioner, New Yoff<State Oi_ceofMcnmtHcalth
Duties: Under thc divot supcrcisionof the Governor, servedas C.E.O. of the Izrgcs_

( agency of its kind'm the Unked Sates, wi_ an annual buret of more th_,-i$2.4 billion.
L: The _ency employs over 24,000 people and directly operaes 29 intrusions, including

adult inpatient and ou_adent facitiffes, children'sp_cMat-ic hos_tah, forensic hos'-okals
and research ins_mt_s. 'The Office ofMental He,th also licenses, re=_ate_, fgn_c_s,
and ove_e_s more than V000 Iocktly o_rated inpatient, em=g_cy, ompa_eng and-
residential pro,ms in colt_oraffon with 57 counties andNew York CIV..

Au=oust,1988 - March I995
_.ssociate Commissioner for lrore_ic Serzices, New YoF_:State O"_ce of MenmI Health.
Duties: Direct Bureau of Forensic Services (see below).

Novembeg 1984--Au=_as%1988
Director, Bur-eau of Forensic Se'vices, New "for'.'<S_e (DEiceofMenmt Hmtt5.
Dui-ira: Line authority for Npadent se.wic_ at fi-,.reelarge forev_c hospkals aud' _o
re_onal forensic units, including semric= to civil, forensicand corz..=tionalpaffenzs; line
authofiU for all mental he_hh services in New ¥ofi< State_sons; re.,_ensfoility for
innovative communky foreusic pro=o-urnsineluding raicide _even_on in Ioc-Ajails, u<fiic:
mental health tr"=ining_d men',.-thealth _temaffves to inc_-c_ffon.

December, 1954- 5uly, 1955
Acting Exc:utive Dir_=-u_or,iKifoyFo_.'uic Pw<'.ma_c Center
Dudes: Fotmding C_g.0. for new maximu.msec:z_q foremic W.<bia_c ho_iu/in

_(,.jg N.Y.C.
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· .. . .' ·

er,I984 ' · . fanuc
.craig Director, Office of Mental Healzh, V_ginia Deparuneat of Mental Health and '"':·i
rental Retardation (held concurrently with permanent position as Director of Forensic

e_ices). : Au_
males: Supervision of budget and certification of all community mental health pro__arns
.:atewide; rmtewide policy devetopm6m in all pro,am areas related zo mental heakl-g ."
NecutiveSecretaryto Vir_nia MentalHealthAdvisoryCouncil. '-

_vember,I984 .' 1978
)irector of Forensic Services, Vir__'nlaDevarunent of'Mental Health and Menm! -"--":_
_emrc_tion. '__'-"'
)ut/es:Designandcoordinationofrmzewidedeliverysys*_mofinxSmdonaland _fl-_'a 1977

:ommtmfiy treatment and evaluation of forensic patients; management of the conlz'aczfor ;_--';"=:-=_z 1976
_.T.'

·he Unive,--firyof Vir_iuia Im-fiu_ of Law, Psy.chiatry and Public Policy;, deaaz_ental :'.. _:,-.

iaison to Vir=_miaDeot, of Corrections and other criminal justice agencies; develop ...:,'";'!..

,'tatewide plan for d&jvery of mental health service to D.O.C. _mates; s',aeewicieTask ':-.":"j'

s .? 1972

- _Iuty,1953 . .j:':

fio_st L Arizona Correctional Tra_=_§ C_nter, Tucson, AEzonm i 197C
;: Suvervifion ofpsycholo_ department; direm clinical tr .e:mnenzand evaluation _ Cr

¢. '_. · .:. -.: . --:=

tuiy,1982 . . : t SEX
Acting Tnmat¢lvD.nagement Adminislrazor, Arizona State l:Tison Comple,m,FioNncs ' 1

Arizona. .I Fede
Duties: Dire_ suver_ision of inmate records o_ce; inmate classificaSon and :-..{-{

movement; correctional pr%m-mn(coun_e[iug) service; psycholo_zydepar-unenz;kit:rogof ;?__7.v'.-_
ail new correc-donal o_csrs. ('NOTE: During thi__period, I also mainr,ained all duties of _'_;_"-<_'L.=.-_:t_

my permanentpositionas?sycholo_o__I(below). !'_ -'-'.'.'

.. }·_

1- Jury,Psycholog-Lqt, Arizona State Prison Complex, Fiore,_c:, Ar:,zonm . .;, ...., Stat_
Duties: Su_rvision ofPsychoto_ Depar_em for comNex consix'dngof five prisons; [":,'[
direct ch'_ic_tr_-_-vmentandev_uation se,wick. :. _'-_..-

.-._....
980- October,I981 ..re.''.

Pmycholo_ Associate II, Arizona State ?fison Cornple:'sFlorenc=, Arizona. i!._'.'
Duties: Direct c[in/ca[ ¢__tment and evaluation servic:s.. ....:

· ;. ·..-

embeg1980 , :;'?_'_-) -_V ;..::--..

_o[o_cai consukmnt to the b_sach ,_em Deparm_ent of Coffee-dom 5:7"_.
'(.... ._ez_. Consultation to Diremor of HezlfiuServices; dire= clinical tr_em and '"= "'
'_.,.-_adon s¢,wices ar Walt:oie _d Norfolk State P_Sso_. f:..z,jr'L,

?:7:.'
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i( tuber, 1980 : ..
;ycnolog'isr- iff-Cities CommuniU Mental Heal-daCenter, Malden, Massach,userrs. ""' · -- '"

August,1980 · -.
ce-Doctoralimem in Clinical Psychology,McLeanHospital, Belmont, Massach_e_;
.ad[Fellowin Clin/cai and Forensic Psycholo_, Harvard Med/cal School, Cambridge, ii

· (_ 'liassachuser,%and Bndgewater _cnusetts) StateHospkal.....

sychotogy Extern, Pima County(Arizona)Samior CountClinic.

sycholo_ E_e,--n,Palo Verde Hospital, Tu_on, Arizona. -'71'-''::.-_ :'" '"' '<::"

'sychologyExtern, A_r/zona Youth Center (nowCatalinaMounm/n School),Tucson, __-''"'-"'-'-'---'-'"-'-"--'"__''''"''___'-'' ' ' '_ --':"_"
_iZOII_. _.. .

. --.-::_:..:...-.%-: _.

,rational tn_edmte of Mental Health Tmin_. .' ·. -': ' - ._;

Jn/ted Sates Peace Corps Volunteer,Seneg'ai,WestA_ca. : _.'
°- .

CarolinaBasketball School,Char>etHill,N..C.(1-3w_ks eachsummer} ..
( -: .!.'.':- '." .'. .._."

-, ,.. ' . . f..'. '.' .:, '_.

3ONSU'LTATtONCLIENTS: ' " "'.

-

National _e of Mental Hmkh :..... ..... -...:.
Un/ted'Sates Se_et Service :' ..... - ' _ "_'""

:_..-.?=.a_-._..__=---'E .25:-_.f._.:c 7,

Un/ted StaIes Departme_ of justice, Civil Rights Di,Ssion ._-<-'=s..er-_'_-- ----;_.=-_.'.
National Inst/mte of lust/ce
National lm-dmteof Corre_ons

%....

,"..': .' -:?, .,.-e': .'..
Gove,'mments- '. '

.. - .' '. [ ;

Alabana Haw_i NewJers_ Utah -... ".'" c.
.... ..'>.:'.:

)aSzona _!inois New_,Me._co Ve..rm.ont · - ... _ .-
Xe c. v :':i "-.5'

Californ/a Maine 065o W_kLn_on _".-.',"- -_ '
Cormecricm lVhryland Pennr/ivaNa WeszVkgfuia

Delaware iVlassachusetrs P_erroRico Wyorn/ng '-..:..::::;:.._-'-"..__.
Dismct of Col,txnbia Nficki=o-an SouthCarolina :- .-"_:....

_da N_o ,_ Tennesse= ', ': ' ':'_'' 4 ._:
:.-'.'...' :; . ..:.:.-

Nebr',_ka Ter_,as -: - -.: - =''' '
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International -
" ProvinceofOr_,._o

Correctional Service of Canada
Province ofBrifshColumbia

Professional Organizations-

American PsychiatricAssociation - Commi_ee on Corre_ormI PsychiaW (Co_ui.mn0American Correctional Association
Arizona Bar Association

Selected Corporate Clients-
American Express
Boise Cascade
Borden Foods
Chase Manha_ Bank

Com?ng Glass
JohnsonandJohnson
K_,:RFoods
Levi S_uss
Ma_s
Motorola

National Bask¢_aI1Players Association
NaZional Basketball Association
National Semiconduczor
Nationwidetnmamnce
Nords_m' s

Oracle Coc=omtion
Pillsbmy
Sony Coc_orazion

' StateFarmInsurance

3-M Corporation
Warner Lambe_ Pharmac_uti_ls

B0_ _EEiVIB_S:

Editorial Boards Butledn of,theAane,-ScanAcademyofPs-¢chia*jvand ne Law
Journal ofMental Health A_ini_fon
Behav/omlSciencesandtheLaw
Jommalof A_*_o-r.essiomMalu-_,_nen:.and Trauma

Research Advisory.Board Un/redSates Se:re: Se,wSc:

O Advisory Board National Centerfor Sate Corn-,%!m_v_,teonMental Disabi/iV and the Law
Member WS_imHousePanel on t_eFum._eof%,2-Scan-Ameffcan.,Yin!es- 1995
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PUBLICATIONS.'

Dvos_dj, Joel A. (1998)
Preventing Violence. The Journal of the CaliforrdaAJli_ce for theMen_lv 121.Vol. 9, No. 1.

Cog_ns lv1_ Pynchon MR, and Dvos_d-2JA_(1998)
!nzem'at/ngResearchandPracticeinFederalLawEnforc_meni:Secr_,_Se,wic_Applicationsof
BehavioralScienceandCl_icalExpertisetoProtectthePresidentBehavioralSc/enc_amdthe

Law. VoL 18,No.1.

Dvosldrg Joel._-and Patterson,Raymond F.(1998)
Adm'mL_ationofTr_zmentPro_o_amsforOffendemwithMentalIllness.InWe_v_Kefn,Robe,_M_

(Editor),Trea_wnentoftheMentatlvDisorderedOffmuder.New Yor__cGu/lfordPress.

Dvoskin, Davidma2, Ferster, .,Miller,Montenego, and Moody(199/')
ShouldPsycholo_.x',s Unionize? A Colloquy.withLabor and MzamgementE,_rrs. Profusion
Ps-vcholo_o'v:Research and P_cfic¢. Vol.'2g, No. 5.

Dvosld_ Joel A_(1997)
Sffcks arid Stones: The Abuse ofP_chian'ic Dia_._osis in Prisons. TrleJournal of the Californi,_
Alliance fortheMentallyill Volume 8,No. t.

Dvoskirg Joel A., Mzssaro, Jac!de,Nemey,Michael and Harp, Howie T. (1995)
Safety Tr'ainin__for Mental MealthWorkiemin the Communi_. A!baw: NewYork State Office of'
Mental Health. and The Information Exchange.

DvoskdJ, Joel A., Pe=51a,John and Stafi<-Riemer,Steven(1995)
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